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TRADE MARK 
Owing to haphazard prophylactic administration 
of many drugs it is possible to build up a strain of 
organisms resistant to those drugs. 


This could happen with Paludrine 


To ensure against this even- If malaria develops in a 


tuality we recommend to the patient not on ‘Paludrine’ 

Medical Profession that prophylaxis, then for treat- 

when ‘Paludrine’ has been’ ment, ‘Paludrine’ may be 
d in the usual manner. 

used as a prophylactic, - 

should an attack of overt These precautions have been 


taken to ensure the continued 
effectiveness of ‘Paludrine’ 
patient be treated with as the most useful and 


another antimalarial e. g. cheapest antimalarial avaii- 
Chloroquine. . able today. 


malaria develop, then the 
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Broadly useful 
and readily tolerated, 
this sulfonamide has 
been pre-eminent in chemotherapy 
throughout the world for 
the past decade 


SULFADIAZINE 


IN INDIA 


Included in the roster of those engaged in the 
pioneer work on the sulfonamides are the 
names of De, Basu, Chopra, Das Gupta, Nandi, 
Hayes and Sami, of India. Sulfadiazine was 
found to be of great value in a number of 
serious tropical infections, notably cholera, 
plague and bacillary dysentery, as reported by 


a score of writers in Indian medical journals. 
Recent publications by Karamchandani, Datt 
Gupta, Rao and Lahiri have re-emphasized 
the effectiveness and excellent tolerance of 
sulfadiazine. 

These reports have paralleled similar publi 
cations in the United States. 


Tablets Bowles of 1.000.0.5 Gm. (7.7 grams) 
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Extra nutritional needs arise when an infant weighs 
15 lb... . needs fully satisfied by the Farex 
formula. '‘ Growing "' requirements of protein and 
carbohydrate are met by its wheat, oat and rye 
flours. Added calcium, phosphorus and vitamin D 
assist strong skeletal development; and iron is 
included to promote the formation of rich, healthy 
blood. This balanced nourishment forms an essen- 
tial part of the daily diet at least until all 20 milk 
teeth are through. 

But Farex is much more than just a weaning food. 
Invalids and convalescents, too, need its digestible, 
sustaining nourishment to replenish energy 
reserves and make good the wear and tear of 
body tissues. And patients enjoy Farex; it has no 
taste of its own and can be flavoured to suit any 
palate. 
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prepa 
WY GLAXO LABORATORIES (INDIA) LTD., BOMBAY + CALCUTTA + MADRAS 


When replying, please mention the Journal of the Indian Medical Association 


ii PE June, 1953 
AY 
at 
and 
i 


J. 1. M. A, ADVERTISER 


INDEX TO 
Page 


ADVERTISERS 


Works 

Allen & Hanburys Horlicks Led, aliv 
Alembic Chemical Wonks Co., Led. Huszley & Co. (India) = 


Alliance T: Corporation ++ EExviii 
Surgi ++ Biv 
Ames Co., Inc. 
Angier Chem: Co. Led. Health Institute & Laboratory Led. 
Antisepti John Wyeth & Brother Ltd. viii 
Elec. ; Industries (India) Led.” xXxxi Lederle Laboratories (India) Led. oo 
Atlantis (East) Ltd xvi Mac Laboratories Ltd. Sed Cover 
Bayer Peoducts Led. May & Baker Led. +. xxxiv 
Bengal Chemical & Pharmaceutical Mansukblal Tribhovandas & o @ 
Works Ltd. Front Cover, xxvii Mysore Industrial & Testing Lab, Led, .. xxxviii 
Bengal Immunity Co.. Ltd. ++ Navaratna Laboratories .. xl 
Benger Laboratories Ltd. Neo-Pharma Li 
British Metal Oriental Research & Chemical Lab. Led. .. xiii 
Oriental Pharmaceutical Industries Ltd. .. xxviii 
Calcutta Chemical Co. Ltd. .. alvi Pp Led. 
Calcutta Polyclinic Ltd. Perle's P tories ++ 
Chas, Pfizer & Co, Inc. | ucts ++ 
Chowgule & Co. (Hind) ips Co. (India) ++ alv 
Chemical & Surgical Works Led. ++ Pharmed Ltd. 
Cilag-Hind Limited .. .. Suniis (Smith Kline & French International Co.) 
Raptakos, Brett & Co., Ltd. és ++ 
Crookes Laboratories Ltd. ali Sarabhai Chemicals 
Dragon Chemical Works (R) Ltd. ++ Schweizhind (overseas) Agencies 
East India Pharmaceutical Works Ltd. .. xxiv Scientific Publication pras +. Exxix 
Eastern Drug Company Limited Stadmed Limited Exxvii 
G. D. A. Chemicals Ltd. oe Union D Co., Led. oe 
Gluconate Limited . +o xii William R. Warner & ke Led. . xiii, iv 


Glaxo Laboratories (india) Led. «+ dijxlvii W. T. Suren & Co. ee oc Biz 


NEW 
CANCER 


TREATMENT 


NEOTHERAPIE S.A. 


GENEVA 
SWITZERLAND 


Now again available 


icul SCHWEIZHIND (overseas) AGENCIES AGRA, 
a from »— { RAKA CORPORATION LTD., 39 Second Line Beach, MADRAS. . 


June, 1953 iii 

4 

{ 

| it 

i 

ous’ 
gest eat 
| by sw 
\ ApP . 

| \ 

\ 

| 

— 


). 1. M. A. ADVERTISER June, 1968 


The problem patient 


The insane with his clouded judgement, the 
hysteric with her convulsive fits and the 
hypertensive with his emotional disturbances 
present great problems to physicians treating 
them. Bromo-Raulfin brings 
about a radical change in their 
outlook and puts them back to 
a path of steady improvement. 


EASTERN DRUG CO. LTD. 
CALCUTTA-27 


er/u/a 


Yb shield against 
Allergic disorders 


present the pted view of the action of antihistaminic 
drugs in the human is that they act as a shield by blocking the 

action of histamine’. 
Diatrin*, the antihistaminie compound of choice, affords 

excellent protection to the allergic sufferer in this way, but 

also has the added virtues of low toxicity, good tolerance and a 
very low incidence of undesirable side-effects. 
The average dose is one tablet (50 mg.) four times daily. When the condition is under 
control, the dose should be decreased to that sufficient to provide eflective relief. 
* Britton C. J. C. (1950): Practitioner, 164, 458 


DIATRIN.... 


REGO TRACE MARK Nn, 
Available os sugar-coated oral tablets, 50 mg. each—in bottles of 20 tabiets (2-thienylmethyl) - ethylenediamine 
PREPARED BY monohydrochloride. 


WILLIAM R. WARNER & CO. LTD., 
Lendon, England. 
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For Vomiting of Pregnancy 


and 
motion, post-operative and 
irradiation sickness 


| if APOLOMINE represents a noteworthy advance in the 
control of nausea and sickness states. The distressing 


symptoms of vomiting of pregnancy, travel I he 
sickness, post-operative vomiting, and X-ray irradiation ag 


sickness respond satisfactorily to the combination Os, 
of atropine, hyoscine, benzocaine and selected == 
factors of the “B” complex which have been incorporated 


Trade Mark 


Manufactured in England by 
BAYER PRODUCTS LTD., Atrica House, Kingsway, London, W.0.2 


Full Literature and samples may be had on request 
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For vitamin deficiencies 


in chronic diseases, disturbed metabolism, 
during prolonged treatment with 
sulphonamides, antibiotics and isonicotinylhydrazide 


Multibionta 


containing the 11 most important vitamins. 


Packings: 
Bottles of 20 and 100 capsules 


DARMSTADT - GERMANY 
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Capco Limited, E, MERCK Department, 
Meher House, 15, Cawasji Pate! Street, 
Fort, Bombay I, Indian Union 
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A new contribution 
towards 
chemotherapy of all stages 
of 


Amoebiasis 


Sole importers in India:— 


CHOWGULE & CO., (HIND) LTD. 


Post Box 1478, BOMBAY 1j 


Branches: P. O. Box 8943, Calcutta 13. P.O. Box 1743, Madras § 


The treatment of choice in acute and chronte 

amoebic dysentery, hepatic and pulmonary 
amoebiasis, liver abscess etc. 


Available in cubes of 20 cablets of 0.5 g 
Literature and samples on request. 
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Multivalent Digestive Enzyme Preparation 


with the highest attainable enzyme content and the widest range of indica- 
tions for the prevention and treatment of fermentative troubles in the whole 
course of the digestive process 


Combizym contains proteases, lipases, amylase, cellulase, hemicellulases, and other 
enzymes in a highly concentrated and standardized quantity. 


The ferments of Combizym are of pancreatic and plant origin. its maximum content 
of protein, fot and starch splitting enzymes in combination with cellulase and 
hemicelivlases for the decomposition of the cell-walls of vegetable foodstuffs, 
assures a high therapeutic efficiency also in those disturbances of digestive func- 
tions where an exact determination of the cause cannot be made at once. 


Thanks to its structure and composition the action of Combizym extends throughout 
the whole digestive track; therefore the preparation is effective in the acid as well 
as in the alkaline section of the intestine. 


Indications: 
Dyspeptic disturbances of various causes, putrefactive dyspepsia 


After-treatment of infectious intestinal diseases, such as bacillary dysentery, E 
typhoid fever, amoebic dysentery r 


Disturbances of protein and fat digestion 
Enteritis of uncertain origin 
Fermentative dyspepsia and its consequences: Meteorism, high diaphragm with ) 
cardiac symptoms and dyspnoea, pancreatic weakness, general or post-operative 

digestive insufficiency 
Method of Administration and Dosage: 


1-2 dragees to be swallowed whole during or after meals, 2-3 dragees in obsti- 
nate cases. 


Packing: 
Packets of 30 and 150 dragees 


LUITPOLD-WERK MONCHEN (Germany) 


Sole Importers for India: 
NEO-PHARMA LIMITED 
Kasturi-Buildings, 5th Floor, Jamshedji Tata Road, Churchgate Reclamation 
Bombay 1 
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A DOCTOR'S DUTY... 


...is to keep abreast of the latest advances in his 
field. CINTHOL, is the only soap containing 
epoch-making Hexachlorophene — dihydroxy - 
hexa chloro-dipheny|-methane or G-11 which is the 
first and only proved, effective and non-irritating 
germicidal and deodorising chemical for soaps. 
It is brought to India by Godrej afier amazing 
success in America and Europe for the last ten 
years and with actual scientific proofs based on 
regular and continuous tests. 


A standard paich-iest by Schwariz has proved 
that revolutionary G-14 soap is milder than the 


best grade of ordinary soap. Cintho! drastically 
reduces pathogenic and non-pathogenic orga- 
nisms, and is non-toxic. 

Cinthol with 2% Hexachlorophene purifies the 
skin and keeps it free from impetigo, acne, boils, 
styes, cellulitis, carbuncles, furuncles, athelete's foot, 
prickly heat, elc. It also gives protection against 
cutaneous infections from barber and beauly shops 
and hair follicle infections. The regular use of 
Cinthol prevents dermatitis. Fragrant, mild Cinthol 
is recommended for top to foe use: ideal for 
face, hair .. . harmless to the eyes. 


FOR THE SURGEON 


The laborious and time-consuming scrub technique is eliminated 
by the substitution and regular use of CINTHOL af home and in 
the office. A 3-minute wash with Cinthol before an operation 
eliminates the use of alcohol or iodine, which is often employed 
fo degerm the surgeon's skin. This practice has been in use 
extensively in operating theatres, denial clinics and general 
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Seer er departments of hospitals in Canada and USA for many years. 


DEODORANT SOAP 


DAYS OF USE 


The bacterial count of the skin 
is lowered to and kept at 5% of 
the normal after five days and 
onwards of regular use. There- 
fore, the skin is kept surgically 


clean. 
Godrej have the exclusive rights for the use of G-11 in India. 
WWustrated literature with bibliography freely supplied on applicetion : 


ty Hair Tonic with G-11 prevents dandruff. For best resulls use with 
Cinthol. 


GEM. Shaving Stick also available with G-11- It minimises the danger 
from cuts and abrasions—and is milder than ordinary shaving soaps, 


SOAPS. LTD. 


Cochin _ Delhi _ Ahmedabad 
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CALCIUM TABLETS wir 


A 700 10 mgs. D.SOO1 UL 


“Cipla Sales Depot,” 
P.33, Ganesh Ch. Avenue, Calcutta-12 
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Preferred in 


the treatment of 


PERTUSSIS 


and other 


childhood infections 


Terramycin is ‘‘particularly valuable in paediatric practice 
(Wolman, B. and Holzel, S, : Brit. M. J. 1: 419, 1952) 


Brand of Oxytetracycline 


Safe : Effective : Economical : Broad-Spectrum Antibiotic. 


Now available in a variety of convenient dosage forms for greater flexibility 


Manufactured by 
CHAS, PFIZER & CO. INC., 
NEW YORK, A. 


TERRAMYCIN 
zer, be 
Exclusive Distributors : Pfizer 


DEY’S MEDICAL STORES LTD. 


BOMBAY :: CALCUTTA :: MADRAS :: DELHI. 
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AN EFFECTIVE DRUG 


for the control and management of 
ESSENTIAL HYPERTENSION 


(Alkaloid Separated from Rauwolfia Serpentina roots ; Melting Point 235°C) 
The latest contribution of Gluconate Ltd. 
e Effective 


e Dependable 
e Non - toxic 


GLUCONATE LIMITED 


115, PRINSEP STREET, CALCUTTA—13. 


VITAMINS onc MINERALS 


. - essential requirements to progressive recuperation 
. asthenic conditions 
to replace depleted vitality lengthen the period of convalescence and 
can result in a relapse. 
When there is evidence patient lackw a reserve of vitality, 
In an easily assimilable form, and containing vitamins 
A, Br, B2(G), C, D, E and Nicotinamide, with iron and 


CAPSULES’ 


Sole distributors tor the proprietors, The Angier Chemical Co, Ltd., Martin & Harris Ltd., Mereantile Bldgs., Lall Bazar, Calcutta 
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the ‘spreading factor’... 


in paediatrics 


7 Benger 


‘HYALASE’..... 


a preparation o! the enzyme hyaluroni- ‘Hyalase’ is also widely used to facili- 
dase extensively employed as an aid tate local anaesthesia in obstetric and 
to subcutaneous rehydration therapy orthopaedic practice and has recently 
is of particular value to infants. been found of value in plastic surgery. 


Octeills of these and other applications ore obtoinadle on request. 


BENGER LABORATORIES LIMITED - HOLMES CHAPEL - CHESHIRE - ENGLAND 


Sole Distributors for india and Burma — 
Martin & Harris Led., Calcutta, Bombay, Delhi, Madras and Rangoon 
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GLUCOSALINE 


5% Glucose in Normal 
Saline (Pyrogen-free) 


For intravenous. intra- 
hypodermic or 
tectal administration. 


Indicated in : 
Hemorrhage, Shock, loss of 
Fluid, Toxaemia and other 
emergency conditions. 


AVAILABLE IN 540 C. C. TRANSFUSION 
BOTTLES COMPLETE WITH ATTACHMENT 


I combined 


to facilitate the deter- 
mination in percentages 


| ear at Pasteur Laboratories Ltd. 


and uric sugar 
with completely 2, CORNWALLIS STREET, CALCUTTA 6 


PHONE : B. B. 3346 TELEGRAM : “PASLAB 


Some Notable Specialities 


ELIXIR MELGADINE :- Tonic & Recuperative 
food adjunct In Convalescence 
& Wasting Diseases. 
CIVALBROM :— A Sedative. 
HEPOBYLE with METHIONINE and 
CHOLINE :— + tried Remedy for Sluggish 
iver. 


LEUTOVARIN :— For irregular Menstrual 
functions. 

PULMOSIN For respiratory Catarrh and 
Whooping Cough 

NOVOBROM :— Hypnotic and Sedative. 

VITONA COMPOUND :—Especially in Wasting 
Diseases & Pulmonary 
Infections. 


AYASTYPTIN (For oral use) :—H zmostatic. 


IMPERIAL 
361 HORNBY ROAD. BOMBAY 


ee Dragon Chemical Works (R) Ltd. 


204.1, Russa Road South, Calcutta 33. 
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RAL AND ORA 


HEPAR FORTE 


INJECTABLE 


A concentrated liver extract with 5 microgrammes 
vitamin B,, and 0.15 milligrammes folic acid per cc 


The therapeutic of choice in pernicious anaemia, 
macrocytic anaemia during pregnancy, tropical 
macrocytic galoblastic anaemia of 
infants, sprue, coeliac disease etc. 


Available in 10 ce. rubber capped vials and in cartons 
containing 6 and 100 ampoules of 2 ce. 


ACTIMIN 


DRAGEES FOR ORAL ADMINISTRATION 


Each dragee contains . 
Vitamin By) - 
Folic Acid - 
Liver Fraction - 
Pylorus Powder - 


ACTIMIN are: Biermer-Addison pericious 


anaemia, macrocytic anaemia during pregnancy, 
tropical macrocytic anaemia etc. 


Also, highly suitable to supplement HEPAR RA 
FORTE injections or to prevent relapse after cessa- 
ton of the parenteral liver treatment. 


Availab'e in bottles of 25 dragees 


PHILIPS ELECTRICAL (INDIA) LTD 


RAY & MEDICAL org 
PHARMACEUTICAL DI 


Branches. BOMBAY * MADRAS * DELHI * LUCKNOW « KANPUR. 
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FROM THE SOFT CURRENCY AREA 


RADIUM 


NEEDLES TUBES 
APPLICATORS PLAQUES 


“U.M.H.K.” RADIUM 


PRODUCED BY UNION MINIERE DU HAUT KATANGA 


SOLE AGENTS IN INDIA: 


The British Metal Corporation (India) Ltd. 


22. Chittaranjan Avenue, Calcutta 25, Dalal Street, Fort, Bombay 
" Phone: Bank 4152 :: City 5247 Phone : 22669 


"‘DETTOL for Protection 
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EXHEPA 12 


It has now been shown that the so-called Macrocytic Anaemias 
differ in their response to the haemopoietic agents B,, Folic Acid, and 


Liver Extract. 


Each clinical entity comprising this group of anaemias has been 


called ‘‘ a mixed bag"’ in so far as response to therapy is concerned. 


For example a case of Tropical Nutritional Anaemia may respond 


to B,, in spite of previous failure with folic acid and yet, another case of 


the same category may fail to respond to B,, while folic acid may succeed. 


EXHEPA 12 containing per c. c. 
B,, 24 mcgs. 


Folic Acid eas ... 6 mgs. 


Liver Extract— 
( Equivalent to Fresh Liver ) 12 gms. 


provides a single therapeutic agent effective in all cases of Macrocytic 
Anaemia, e.g. : 

Tropical Nutritional Anaemia 

Anaemias of Sprue and Allied Disorders 

Anaemias Associated with Pregnancy 

Megaloblastic Anaemias of Infancy 


Pernicious Anaemia. 


EXHEPA 12 is available in vials of 10 c. c. at economical rates. 


Manufactured by: A/S FERROSAN, COPENHAGEN, DENMARK 


DUMEX LTD. 


WAVELL HOUSE, BALLARD ESTATE, BOMBAY | 
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It has now been shown that the so-called Macrocytic Anaemias 
differ in their response to the haemopoietic agents B,, Folic Acid, and 


Liver Extract. 


Each clinical entity comprising this group of anaemias has been 


called ‘‘ a mixed bag" in so far as response to therapy is concerned. 


For example a case of Tropical Nutritional Anaemia may respond 


to B,, in spite of previous failure with folic acid and yet, another case of 


the same category may fail to respond to B,, while folic acid may succeed. 


EXHEPA 12 containing per c. c. 
B,, 24 megs. 


Folic Acid mgs. 


Liver Extract— 
( Equivalent to Fresh Liver ) 12 gms. 


provides a single therapeutic agent effective in all cases of Macrocytic 
Anaemia, e.g. : 

Tropical Nutritional Anaemia 

Anaemias of Sprue and Allied Disorders 

Anaemias Associated with Pregnancy 

Megaloblastic Anaemias of Infancy 


Pernicious Anaemia. 


EXHEPA 12 is available in vials of 10 c. c. at economical rates. 


Manufactured by: A/S FERROSAN, COPENHAGEN, DENMARK 


| DUMEX) | DUMEX| 
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CLINITEST 


(BRAND) 


makes urine-sugar detection 


Crinitest Urine-sugar Analysis Set contains all elements needed 
for urine-sugar determination, can be used anyplace, anytime! 
Clinitest Reagent Tablets contained in the set present 

a copper reduction test with all reagents compressed into 

a single tablet. No external heating is required. Fach 
tablet generates the necessary heat. Simply drop one 
Clinitest Reagent Tablet into test tube containing 
proper amount of diluted urine. Wait for 
reaction, then compare with color scale. 
Ideal for doctor or patient. Clinitest 
provides a rapid, convenient and reliable 
test for urine-sugar. Literature available 
from our representative. 


AMES COMPANY, INC.. 


EXCLUSIVE DISTRIBUTOR: MARTIN & HARRIS LTO. 
Offices in: Calcutta*s Bombay Delthi Madras 


| 
A 
if 
| 
| | 
pty 
3 When replying, please mention the Journal of the Indian Medical Association 


J]. 1. M. A. ADVERTISER 


ASOKA CORDIAL COMPOUND 
with Vitamins & Hormones 
Uterine Tonic Par Excellence. 
issued in 6 os ond 16 o phisis. 


VINOPHOS 


ideal Pick-me-up Tonic. Issued in 12 oz pbhial. 


B-TONEX 


With Vitamin 8-12 And Folic Acid. Oral Vitamin Tonic. 
issued in 4 oz phial. 


Samples and Literature on Request 


I.M.S. LABORATORY LIMITED 


$. ROYAL EXCHANGE PLACE, CALCUTTA—I. Works: LUCKNOW, (AMAUS!) 


THIAVIT-_ 
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STUDIES IN IRON METABOLISM IN 
ANZEMIAS IN PREGNANCY 
I. Serum Iron 


CHUNILAL MUKHERJEE, pu.p., M.B., 
M.R.C.O0.G.(LOND.) 


M.O.(CAL.), 


AND 
SAROJ KUMAR MUKHERJEE, «.8., B.s., 


Eden Hospital for Women, 
Medical College, Calcutta 


The average middle class Indian dietary does not 
contain more than 5 to 6 mgm. of assimilable iron, less 
than half of which can be absorbed, because of the 
unsatisfactory composition of the diet, and the frequent 
occurrence of indigestion and dyspepsia. The effect of 
this is found in the frequency with which a state of 
iron deficiency is observed among certain groups of 
Indian population. This has been demonstrated by 
hematological surveys undertaken by Napier and co- 
workers (1935, 1937, 1938). When pregnancy super- 
venes on such deficiency states manifestations of iron 
depletion become still more evident owing to the drain 
on the iron reserves of the body, and the demands made 
by the foetus. Mitra (1942) observed that nearly 
33 per cent of the maternal deaths in India are due 
to anemia complicating pregnancy. During the last 
10 years conditions have not improved much, for 
during 1950-52 in one of the large maternity hospitals 
in Calcutta little over 26 per cent of the maternal 
deaths were attributable to anemia. In a previous 
communication the author pointed out the frequency 
with which iron deficiency anemia is found during 
pregnancy in this part of the country, and the manner 
in which these respond to intravenously administered 
iron (Mukherjee, 1951). In order to determine the 
extent of iron deficiency which may be present in an 
individual the concentration of iron in the serum forms 
a valuable index. Serum iron estimations were, there- 
fore, undertaken in the present investigation on iron 
deficiency anezmias in pregnancy. 

MATERIALS AND METHOD 


The material for this study consists of a total of 
196 cases. These have been divided into the following 


groups. 


1. Control series No. 1: This consists of 20 
normal non-pregnant females admitted into the gynaco- 
logical unit for the treatment of minor gynaecological 
disorders. Their hematological findings were normal, 
The haemoglobin value ranged from 12-9 to 13°6 gm., 
the red cell count from 4°28 to 4°83 million, and the 
packed cell volume from 37:2 to 38 per cent. The 
volume and saturation indices varied from 0-98 to 1:0, 
and 0°96 to 0-99 respectively. 

2. Control series No. 2: This consists of 50 cases 
of normal pregnancy. Ten patients in this series were 
followed from early pregnancy to term. The remaining 
40 cases were between 28 and 40 weeks of gestation at 
the time of the investigation. This selection was con- 
sidered necessary in obtaining the data for normal 
pregnancy, as most of the cases of anemia in pregnancy 
in the present series also belonged to the same period 
of gestation. None of these patients presented any 
evidence of constitutional or organic disease. The 
hematological status also was normal considering the 
duration of gestation. The values for hemoglobin, red- 
cell count, and haematocrit varied between 10°5 and 
1r-o gm., 3°81 and 4:23 million, and 30°5 and 338 
per cent, respectively. The volume index was 1-0 and 
the saturation index 0-97 to 0-98. 


3. The anamia series: This consists of 126 cases. 
The nature of anemia in these patients was determined 
by complete haematological study. Bone-marrow biopsy 
was done in all cases. A fair number of megaloblasts 
was found in the marrow in 48 patients in this series. 
These were considered as cases of nutritional macrocytic 
anamia in pregnancy. The remaining 78 cases showed 
normoblastic erythropoiesis. The hamatological data 
of the two groups of cases are presented in Table 1. 


Analysis of the gastric acidity was done with 
alcohol test meal in 104 patients in this series. This 
included all cases of nutritional macrocytic anemia, and 
58 cases of microcytic hypochromic anemia. In 18 
cases achlorhydria was observed, but this was not 
histamine fast. In ro of these cases the anemia was 
nutritional macrocytic in type. One of the achlorhydric 
patients had Plummer-Vincent syndrome. Glossitis 
and stomatitis were present in all cases of nutritional 
macrocytic anemia, and in 6 cases of microcytic hypo- 
chromic anzmia. Splenomegaly was observed in 
29 cases in this series, and hepatomegaly was found 
in If. 
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Taste 1—SnHowinc Hamatotocicat Data 78 Cases oF Microcytic Hypocuromic, anp 48 Cases oF NUTRITIONAL 
Macrocytic An@MiaA IN Precnancy. (THe Basis oF THIS CLASSIFICATION WAS THE ABSENCE OF MEGALOBLASTS IN THE 


Bone 


Marrow) 


Microcytic hypochromic 
Stand Min.-Max. Average Stand in.-Max. 


Nutritional macrocytic 


Dev. 


58 4°98 O-51 
1-78— 2-97 I-41 0-42 
62-3-75°5 103°4 5°54 
17*I—22-9 
0-84— 0-90 1-29 0-O1 
0:77 0-85 0-98 0-007 


34°6 1-33 
34°1 1-29 


Iron has been demonstrated to exist in the serum 
in at least three different forms (Vannoti and Dela- 
chaux, 1949), viz., (i) the free iron, (ii) protein- 
bound, or easily split iron, and (iii) undissolved iron 
which remains in combination with phosphates. Of 
these the first two can be readily utilised for hemo- 
poietic purposes, and these are the two fractions which 
are ccmmonly determined in acid soluble form in 
serum iron estimations. 


For the purpose of the present study the acid- 
soluble fractions were determined by treating the 
serum with 6N hydrochloric acid, and precipitating the 
protein with 20 per cent trichloracetic acid. 
Colour was developed by treating the  centri- 
fuged supernatant filtrate with 5N sodium thiocyanate, 
and the transmission read in a Leitz photoelectric 
colcrimeter using a 540 » filter. Standard iron ammo- 
nium sulphate solution containing 100 ~gm. per cent of 
iron was used for preparing the calibration curve. 
Each estimation was done in duplicate, and a reagent 
blank was set up for each experiment. All usual pre- 
cautions necessary for the estimation if iron in order 
to avoid extraneous contamination were meticulously 


adopted, 
RESULTS 


1. Control series No. 1: The mean serum iron 
concentration in this group of 20 cases was 116°93 «gm. 
per roo ml. The standard deviation of the mean 
was 9:40. The maximum value was 129-9, and the 
minimum 82-2 ~gm. per roo ml. As it was believed that 
the loss of blood during menstruation might interfere 
with the serum iron level the estimations in all cases 
were done 7 to 10 days prior to the onset of the period. 
A second estimation was done on each of these patients 
one day after the cessation of menstruation, and the 
values obtained were compared with those previcusly 
observed. In 12 cases the serum iron level was 
reduced to an extent of 6:4 to 18-5 «gm. per roo ml. 
the average depreciation being 10°74 ~gm. per 100 ml. 
The standard error of the difference in the serum iron 
level was 1-61. This difference was statistically 
significant. In 5 cases there was no appreciable altera- 
tion in the acid soluble iron content of the serum. In 
the remaining 3 cases the serum iron level was actually 


higher (10°3, 3°4, 4°4 »gm. per 100 ml.) than that in 
the premenstrual period. However, in these, the 
differeuce did not appear to be significant. 


2. Control series No. 2: This consists of 50 cases 
of normal pregnancy. Of these the first 40 were selected 
at random between 28 weeks of gestation and term. 
The mean serum iron concentration in this group was 
86-98 »gm. per 100 ml. The standard deviation of the 
mean was 14°16. The scatter in this group was wider 
than that in the first control series, and the values 
occupied a range of 50°3 to 120-0 ugm. per 100 ml. The 
average value obtained in this series of pregnant cases 
was only 74°4 per cent of the normal non-pregnant 
value cited above. The difference between the concen- 
tration of serum iron in the non-pregnant state, and in 
pregnancy is statistically significant. This is further 
shown by the fact that 97°5 per cent of values obtained 
at this period cf pregnancy were less than the average 
minus twice the standard error in non-pregnant women, 
and that 45 per cent of the values were below the 
minimum observed in women who were not pregnant. 


Ten patients in the present series were followed up 
from the third month of pregnancy up to term. Actually 
this follow-up series consisted initially of 21 patients. 
Of these 3 were lost sight of and so excluded. Eight 
patients developed varying degrees of anemia (hemo- 
globin less than 10 gm. per cent) between 28 and 34 
weeks of pregnancy, and were therefore, transferred to 
the group of anamias. The remaining 10 cases provided a 
satisfactory follow-up, and indicated the manner in which 
the serum ircn concentration changed with the advance- 
ment of pregnancy. The results obtained in these 
patients are presented in Table 2. The data show that 
the serum iron level decreases during pregnancy, 
although this does not follow a uniform course through- 
out the period of gestation. In the present series, up to 
the twentieth week (i.e., during the first half) of preg- 
nancy there was no significant fall in the ccncentration 
of the iron level of the serum compared to that in the 
non-pregnant state. The first significant decrease was 
noticed in the sixth month of pregnancy, and this 
continued to be progressive till the end of gestation. 
The rate of decline of the serum iron level was neither 
constant throughout the period, nor statistically signi- 
ficant at each stage. However, between 20 weeks of 


1. M. A. 
ev. 
moglobin Gm. % 4°72 0-72 3°83-— 5-66 
B. C. mill./c.mm. 2-42 0-64 0-95— 1-89 
3°81 96-3 —114°6 
19°5 1-41 32-9 — 
4 ane 0-88 0.006 I-26— 1-31 
I. whe 0-80 0-61 1-0 
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Taste 2—SHowrmc Serum Iron Vatues mn Ten Cases oF Normat Precnancy, Fottowep up rrom 12 Weexs To Term. 
(ALL VALUES ARE IN “GM. PER 100 ML.) 


20 


Weeks of Gestation 


24 28 


Average 117°8 118-1 117°5 110°3 93°7 87-0 
Standard deviation 10-89 9-21 6-24 7°92 8-22 7°72 7°92 9:31 
Standard error of the 

mean me? 3°44 2-90 2-0 2°51 2-60 2°44 2°51 2 


pregnancy and term the difference was considerable. 
In individual cases this varied from 36 to 54 gm. per 
100 ml. The average amounted to 44:9 ugm. per 
100 ml. This is approximately 38 per cent of the 
initial serum iron value. It is more than 30 times the 
standard error of the difference, and of marked statis- 
tical significance. 

The average of the last trimester of gestation of 
this follow-up series is 84:8 wgm. per 100 ml. The 
standard deviation is 11°58, and the standard error of 
the mean 2:12. The difference between the follow-up 


In 96-6 per cent of these cases 
the values were less than the average, and in 86:2 per 
cent they were less than the minimum observed in 


the mean was 2°25. 


normal pregnancy. The difference between the means 
of these two types of cases (39°6 ugm. per 100 ml.) is of 
statistical significance, the value of ‘t’ being 4°81. 


Taste Frequency Distrisution or Serum Iron 
in Normat Femares, Last Trimester or NormMat PREGNANCY 
AND IN PREGNANCY ANAMIA 


IN PREGNANCY 


and the unselected series referred to above is of no ; = 3 
statistical significance. It was therefore felt that the 2 3 
i i 25 = Pe 

two groups could be compiled together with the advan- ES 3 3 3 
tage of obtaining a larger universe. The mean of the 3. 
whole series of 70 values obtained from 50 patients was 28 & 
found to be 89°60 ugm.+12-77 per roo ml. of serum = 
The standard error of the mean was 1°51. The differ- ae oo 6 3 9 
ence between the value in the last trimester of gesta- 20:1 — 30 FY 4 R 
tion, and that in non-pregnant women as well as that 30-1 —40 . vee 8 5 13 
signi 60-1—70 = 7 10 1 

3. The anemia series: The mean serum iron 
level in the whole series of 126 cases of anzmias in 90-1 — 100 r 5 I I 
pregnancy was 51°68 ~gm. per 100 ml. The standard 4 4 
deviation, and the standard error of the mean were 
20°19 and 1-80, respectively. The coefficient of varia~ 516-93 86-08 50-33 
tion is high because of a wide scatter of values. The Standard 
minimum was 3 »gm. and the maximum 98 per _—Peviation 949 1416 19-90 80-19 
100 ml. The difference of the mean serum iron levels eee ii. 
in normal and anemic pregnancies (38 ~gm. per 100 are e106 2-24 2:25 2-90 1-80 


ml.) is of high statistical significance. The value of ‘t’ is 
11-99. However, it has been mentioned already that 
the series of anemia consists of two types of cases. 
The results of serum iron studies in these patients will 
therefore be presented separately. 

Group 1—Microcytic hypochromic anemia in 
pregnancy (78 cases). The serum iron values varied 
between 0 and 90 »gm. per 100 ml. The mean was 
50°13 gm. per 100 ml.+19°90. The standard error of 


Eight patients in the control series no. 2, who 
developed anaemia during the follow-up period are also 
included in this group. In all, the physiological depre- 
ciation of the serum iron was more marked than in 
normal cases. In 6 out of 8 cases this was manifested 
before the haemoglobin level decreased eppreciably. In 
the remaining 2 the change in both haemoglobin and 
serum iron was almost synchronous. However, no 
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12 16 = PS 32 36 40 
oem 131 127 129 125 110 92 93 82 
We 117 120 122 102 98 95 go 2 
il 124 125 120 108 98 90 84 
120 112 118 116 94 34 3 
oan 108 I 108 92 
100 94 88 80 70 54 
* 114 112 116 110 100 92 86 78 
, 12 130 126 114 108 102 94 
125 120 110 106 98 
I vee 129 123 115 106 92 90 84 72 
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statistical correlation was observed between the rate of 
fall of the serum iron and that of the hemoglobin, 

after the of anemia the normal 
gradient of fall of the serum iron concentration during 
pregnancy was greatly exaggerated. 

Group 2z—Nutritional macrocytic anemia in preg- 
nancy (48 cases). The scatter of values in this group 
of patients was slightly wider than that of even the 
former group. The range of values was between 
o and 99 ~gm. per 100 ml. The mean for the series was 
54°46 wgm. per 100 ml.+20°10. The standard error of 
the mean was 2:90. The inter-group difference of the 
means is of no statistical significance. However, the 
mean in nutritional macrocytic anemia is 34:2 ugm. 
per roo ml. less than that in normal pregnancy, in the 
corresponding period of gestation. This difference is of 
statistical significance. 

Discussion 

Study of serum iron concentrations in assessing the 
status of iron metabolism is of comparatively recent 
origin. It is believed that the acid-soluble iron in the 
serum exists in an easily transportable form, suitable 
for synthesis of hemoglobin. Under normal conditions 

a small amount of iron is excreted in the urine. 
The level of the serum iron thus indicates a balance 
between the rates of assimilation and utilisation of iron. 
This, however, does not take into account the intra- 
cellular iron which is added to the serum continuously 
through the process of cell-disintegration. Under nor- 
mal conditions this accounts for only a small percentage 
of soluble iron present in the serum. 

Considerable difference of opinion exists as to the 
norma] serum iron level. A still greater controversy is 
present with regard to serum iron concentration during 
pregnancy. Much of this disagreement is due to the 
difference in methods employed by different observers 
in the estimation of serum iron. Thus, in non-pregnant 
individuals, values have been reported to extend 
between 88 (Albers, 1941) and 135 ~gm. per 100 ml. 
(Vanotti and Delachaux, 1949). In communica- 
tions of more recent years there has been a better 
agreement it normal values. Cartwright and Wint- 
robe (1949), Lundstrém (1950), and Ventura and 
Klopper (1951) give 104, 126 and 110 ugm. per roo ml. 
respectively, as the average normal value. The present 
finding of 117 »gm. per ml. in normal non-pregnant 
women compares well with the figures cited above. The 
similarity of the serum iron levels in the Indian and 
European patients in spite of the gross difference of 
dietetic habits is interesting. 

Since 1937 there has been more than a dozen com- 
munications on the alterations of serum iron during 
pregnancy. Four of these observations indicate that 
the serum iron level increases during pregnancy, the 
amount varying from 8 to 45 ~gm. per roo ml. at term. 
The remaining contributions on the subject point out 
that the serum iron level decreases during pregnancy, 
the maximum fall being observed at term. There is, 
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however, no agreement in the literature as to the extent 
of the reduction of the serum iron concentration in 
pregnancy. The figures given by different authors 
vary from 28 to 70 u»gm. per 100 ml. Brochner-Mortensen 
(1942), and Hemmeler (1946) also state that the value 
of serum iron falls during pregnancy, but do not 
provide adequate data to show the amount of depre- 
ciation. The present observation indicates that in the 
last trimester of gestation the concentration of the acid- 
soluble iron in the serum is reduced from the non- 
pregnant level by 27 ~gm. per 100 ml. The follow-up 
study demonstrates that the fall in the serum iron level 
during pregnancy is progressive during the second half 
of gestation, the floor level being attained at term. 
At this period, in the present series of observations, 
the depreciation from the non-pregnant value was 
found to be 43 »gm. per 100 ml. Up-to-date data com- 
piled from the literature are presented in Table 4. In 
the present state of our knowledge it is difficult to 
correlate the difference in the findings of the different 
authors. Too many variables are to be accounted for. 
Nevertheless, it will be evident from Table 4 that the 


TABLE 4—SHOWING A REviEW oF THE LITERATURE REVEALING 
THE CHANGES IN SERUM IRON CONCENTRATION AT FULL-TERM 
PREGNANCY 


SERUM IRON 4GM./100 ML. 
Non- Full-term Difference 
pregnant pregnancy 


Author 


Heilmeyer and gh 
Plétner (1937) 
Albers (1941) 
Harjola (1946) 
Rath and 
Finch (1949, 1950) 
Vanotti and 
Delachaux (1949) 
van Goidsenhoven and 
Lederer (1938) 
Vahlquist (1941) 
Sundelin (1942) 
Dahl (1945) 
Laurell (1947) 
Hoch and 
Marrack (1948) 
Cartwright and 
Wintrobe (1949) 
Lundstrém (1950) 
Ventura and 
Klopper (1951) 
Mukherjee and 
Mukherjee (1953) 


100 


115 
114 


majority of investigators agree on the point that preg- 
nancy is attended with a decrease in the concentration 
of serum iron. 

Few authors have followed the alterations of the 
serum iron level throughout the period of pregnancy. 
The present observation, based on a monthly follow-up 
of 10 cases, shows that up to the twentieth week of 
gestation there is no significant change in the level of 
the serum iron compared with that of the non-pregnant 
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Fic. 1—Acip Sotusie Serum Iron Conrent oF THE Bopy IN 
NorMaL GESTATION SHOWING THE VARIATION OF LEVEL WITH 
ADVANCEMENT OF PREGNANCY 


women. The first noticeable fall appears in the second 
half of gestation. At term, when the level of serum 
iron is lowest, the depreciation amounts to 37 per cent 
of the non-pregnant value. This decrease in serum 
iron concentration does not appear to be due to hemo- 
dilution of pregnancy. The total acid soluble iron 
content of the serum was estimated in 6 of the follow- 
up cases. The results are shown in Fig. 1, and 
Table 5. These clearly show that the serum iron con- 
TABLE 5—SHOWING CHANGES IN THE ToTaL AciIp-SoLUBLE 
Serum Iron Content or THe Bopy with THE ADVANCEMENT 
OF PREGNANCY 


Total Serum Iron of the Body 
mgm. of acid-soluble iron 


Ww e s 

12 16 20 24 28 32 36 40 
1. 232 260 274 «+264 +%242 «+230 214 175 
2. (X) 219 «624% 262 25% «+233 192 
3. (VII) 248 270 286 280 261 240 #222 = 18 
4. 226 46254 265 258 +248 #230 #212 «170 
5. (IV) 239 «245 4293 275 258 241 224 203 
6. (VII) 234 247 +270 262 244 «+3228 207 182 
Average 233 253 275 +265 #248 232 215 #1186 


these values have been corrected 

to the nearest integer. No statistical analysis is presented 

because of the smallness of the series. However, the changes 
are progressive, and uniformly manifested in all cases 


N.B.—The decimals in 


tent of the body actually decreases during the latter 
half of pregnancy. 

actually an increase. 
foetal demand is small. 


In the first half, however, there is 
In this period of gestation the 
In the latter months of preg- 
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nancy this increases considerably, and between 38 
weeks and term the foetus stores about 5 mgm. of iron 
daily. The average diet of an expectant mother seldom 
contains enough iron to meet this heavy demand. This 
explains the deficit in the serum iron level in the latter 
months of pregnancy. The validity of this statement 
was tested on 28 cases of normal pregnancy. These 
patients were all carrying 38 to 39 weeks. The serum 
iron was estimated, and the hematological status deter- 
mined. The hemoglobin in all cases was normal (10°5 to 
11-8 gm. per cent). The serum iron concentration was 
normal for this period of pregnancy. Each of these 
patients was then put on 25 mgm. of iron intravenously. 
This dose was chosen as the average iron requirement of 
pregnancy is believed to be 20 to 22 mgm. per day. 
The intravenous route of administration was employed 
in order to avoid the uncertainty of intestinal absorp- 
tion. The treatment was continued for 7 days. At 
the end of this period the serum iron, and hemoglobin 
were estimated again. The variation in the hemoglobin 
concentration was negligible, but the behaviour of the 
serum iron was interesting. A summary of the results 
is presented below. It appears that if adequate iron is 
supplied during pregnancy, inspite of the demands 
made by the foetus, the iron level of the serum of the 
mother can be maintained at a satisfactory, if not at 
the normal level. 


SERUM TRON ,4GM./100 ML. 


Original ter I. V. Irom 
Average 80-6 111-8 
Min. — Max 67 —102 99—126 
Standard deviation 11°55 10°42 
Standard error of 
the mean 2:18 2-0 
Difference 27°8 
Standard error 
of the difference 2-78 


The reduction of the serum iron level in anzemias 
in pregnancy is a significant, but expected finding. In 
the present series of cases the average haemoglobin level 
was 4°6 gm. per 100 ml. Compared to cases of normal 
pregnancy (average hemoglobin, 10°78 gm. per cent) 
the serum iron level was deficient by 35 »gm. per roo ml. 
This small deficiency in serum iron is hardly sufficient 
to explain the gross depreciation in the haemoglobin 
level in anemias. In the 8 follow-up cases who deve- 
loped anemia during the investigation, no correlation 
could be observed between the gradients of fall of the 
hemoglobin and serum iron. Obviously the iron store 
of the body is markedly depleted. The low serum iron 
level merely indicates the poor status of iron meta- 
bolism compfemented by the iron supplied to the cir- 
culation by the gastro-intestinal tract. The validity of 
this assumption will be shown by the two small series 
of experiments described below. 


Each group consisted of 6 cases. After admission 
into the hospital all of them were put on a standard 
mixed diet yielding approximately 2,350 calories. 
Serum iron was estimated daily until three consecutive 
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estimations denoted an almost constant serum iron level 
in the fasting blood. This took about 5 to 7 days’ 
continuous observation. At the end of this period the 
groups were separated. The first series was given one 
drachm of hydrochloric acid twice daily with meals, 
and the second a drachm each of sodium and magnesium 
sulphate each three times a day. The former was done 
with the object of improving the absorption of the 
dietetic iron, the latter to produce a state of diarrhcea, 
and thereby prevent the absorption of iron from the 
intestine. No iron-containing drug was given to any 
patient in either group. The patients were watched 
for one week, and the diet continued to remain the 
same. At the end of the period of observation serum 
iron was estimated again. It was found that in the first 
series the serum iron level increased in every patient, 
the extent varying from 22 to 45 ~gm. (average, 34°4 
gm.) per 100 ml., whereas in the second series in all 
cases there was a fall in the serum iron level, the 
amount varying from 18 to 34 wgm. (average, 23-7 
pgm.) per 100 ml. Although no statistical analysis 
was attempted because of the smallness of the series, 
the findings presented above are suggestive. 


On the basis of these findings an attempt was 
made to determine if the basic status of iron meta- 
bolism in the body was actually lowered by the state 
of anemia. Again, a series of 6 cases of pregnancy 
anamia (hypochromic microcytic) were selected. An 
equal number of cases of normal pregnancy of approxi- 
mately the same period of gestation were taken as 
control. After their basic serum iron level on a mixed 
diet was determined in the manner described above 
they were put on a diet consisting of milk, polished 
rice, sugar and tea. This diet has a negligible content 
of iron. After 7 days the serum iron was again esti- 
mated. It was believed that with the dietetic iron 
reduced to the minimum possible level the serum iron 
would indicate the level of iron metabolism. The 
results are presented below: 


Before iron After iron 
deprivation deprivation 

pgm. per roo ml. 
Control 94, 116, 78, 46, 78, 33. 
90, 102, 72. 55, 50, 30. 
Anaemia 34, 58, 42, 10, 18, 20, 
25, 66, 15. §. 


N.B.—The data in the ae ge represent corresponding 
ues, 


In spite of the smallness of the series these data 
leave little doubt as to the fact that the metabolic status 
of iron in pregnancy anemia is low even when the 
foetal demand is taken into consideration. 

The difference in the status of the serum iron 
deficiency between microcytic hypochromic ard nutri- 
tional macrocytic anemia in pregnancy in the present 
series is not of great significance. Both alike suffer 
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from a state of unfavourable iron balance. The actual 
iron deficit in the serum is considerably more than that 
depicted by the difference in the serum iron concentra- 
tion. The extent of this can be appreciated only when 
the circulating plasma volume is taken into account. 
A study of this was made in 25 cases in the present 
series. Compared with the normal acid-soluble iron 
content of the circulating plasma in the last trimester 
(211 mgm.), in these cases of anemia (average iron 
content, 146 mgm.) there was a deficit of about 65 mgm. 
of iron. This presents an interesting study. The 
difference in the hemoglobin concentration in the two 
series is 5 gm. This hemoglobin deficiency accounts 
for a deficit of 872 mgm. of iron in the body. Thus, 
it appears that although the iron debt in the circulating 
plasma has been only about 65 mgm., the iron reserves 
of the body must have been depleted by more than 
10 times this amount. The serum iron being in a labile 
state its depletion does not quantitatively indicate the 
extent of the loss of the iron store of the body. When 
iron is administered to anemic patients, the element is 
utilised not solely for the purpose of regeneration of 
hemoglobin, but also for replenishing the iron reserve. 
This may explain why the quantitative response of 
intravenously administered iron in pregnancy anemia 
is less than the calculated or expected value. Atten- 
tion to this has already been drawn in a previous com- 
munication (Mukherjee, 1951). The same explanation 
applies for the lag period which has been observe:l 
(Govan and Scott, 1951: Mukherjee, 1951) between 
the commencement of intravenous iron therapy and 
the hemoglobin response. 


SUMMARY AND CONCLUSIONS 


The results of estimation of serum iron in 126 cases 
of anemia in pregnancy are presented. The control 
series consisted of 50 cases of normal pregnancy. Of 
these ro patients were followed-up month by month 
from 12 weeks to term. 

It was found that compared with normal non- 
pregnant women pregnancy brings about a fall in the 
level of the serum iron in the second half of gestation. 
In the first half of pregnancy the serum iron concen- 
tration does not change appreciably from the non- 
pregnant level. 

Anemia in pregnancy was found to be associate 
with a greater reduction of the iron level of the serum. 
The difference between microcytic hypochromic, an 
nutritional macrocytic anemias is not of great import- 
ance in so far as the serum iron concentration is con- 
cerned. The fall in the serum iron level in pregnancy 
anemia is atiended with a great depletion of the iron 
reserves of the body. The significance of the findings 
is discussed. 
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ISOLATION OF M. TUBERCULOSIS 
FROM SPUTUM AND BODY FLUIDS 


H. K. MHATRE, B.sc. 
AND 
B. G. MODI, B.sc., M.B.B.S., F.C.P.S., 
Department of Clinical Pathology, 
Haffkine Institute, Bombay. 


The three most widely used procedures in the 
detection of tubercle bacilli are the microscopic and 
cultural examinations and animal inoculation test. 
Of these, the microscopic method, though very simple, 
rapid and readily applicable is not reliable enough to 
detect small number of bacilli as also it is not possible 
to say, with certainty, whether an acid/alcohol-fast 
group of microorganisms observed are really tubercle 
bacilli. Also, morphologically, it is extremely difficult 
to differentiate non-pathogenic acid/:lcohol-fast micro- 
organisms from tubercle bacilli. So far as animal ino- 
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culation method is concerned, this is time-consuming 
and costly. Whereas results of cultural examination 
may be obtained in 2 to 6 weeks, diagnosis by guinea- 
pig inoculation usually requires a minimum of 6 weeks. 

The superiority of cultural methods over the direct 
microscopic examination is no longer a matter of con- 
troversy. The superiority of cultural methods over the 
animal inoculation, however, is still debatable. Accord- 
ing to some workers cultural methods are as sensitive 
as, and in some cases, more efficient than the animal 
inoculation, while others have found, in comparative 
studies, guineapig inoculation to be superior to cultural 
methods. However, it cannot be denied that the cul- 
tural methods have the advantage of simplicity, rapidity 
and economy over animal inoculations. 

The chief factor affecting the isolation of tubercle 
bacilli by culture is the preliminary treatment of the 
specimen in order to destroy the contaminating micro- 
organisms. This is usually accomplished by digestion 
of the tenacious mucus and cellular debris by chemical 
agents followed by centrifugalisation to ensure concen- 
tration. An ideal digestant should be lethal and inhi- 
bitory to all organisms except tubercle bacilli. 

Griffith (1914), using sodium hypochlorite (i.e., 
Labarraque solution) found that successful uncontami- 
nated cultures of tubercle bacilli would result if cultures 
were made at short intervals from digested materials on 
suitable media. Petroff (1915) used 3 per cent sodium 
hydroxide for 30 minutes for the same purpose. Later, 
in 1924, 3 per cent hydrochloric acid and 6 per cent 


sulphuric acid were also tried with success, for short 


period exposure up to an hour or so, In each case, 
however, the reagent was prepared from liquid mate- 
rials of uncertain composition or from solids, such as 
sodium hydroxide, not very easy to handle or weigh 
and subject to changes of absorption of carbon dioxide 
from the air or capable of corroding the glass containers 
in which they are stored. The need for a crystalline 
solid of high purity and stable composition was felt 
and satisfied with the introduction of 5 per cent oxalic 
acid. This reagent was easily prepared and could be 
kept well ready for use. 

Robinson and Stovall (1947) compared sodium 
hydroxide digestion and concentration with a number 
of other methods, such as (1) alkalies, e.g., calcium 
hydroxide, ammonium hydroxide; (2) acids 6 per cent, 
sulphuric acid; (3) animal ferments (trypsin); (4) 
organic solvents; (5) vegetable ferments (caroid) 
and came to the conclusion that due to the wide varia- 
tion in results obtained with the use of these new 
methods, there was little, if any, advantage over 
digestion ‘with normal sodium hydroxide. 

Oliver and Reusser (1942) compared the chlorox 
method with sodium hydroxide and found that since 
chlorox was lethal to tubercle bacilli this method was 
not satisfactory for preliminary digestion of material. 

In order to find suitable chemical reagents which 
could replace sodium hydroxide or oxalic acid, Corper 
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and Stoner (1946) used chemically pure tri-sodium 
phosphate (TSP). They found that in 10 per cent 
solution (23 per cent Na,PO, 12 H,O), it could remain 
in contact with tubercle bacilli for a week at room 
temperature without destroying even small numbers, 
but it destroyed considerable number of contaminants 
in sputum in 24 hours at 37°C. or within several days 
to a week at room temperature. Van Vrankem (1947) 
compared the oxalic acid and T.S.P. digestants and 
concluded that T.S.P. was superior to oxalic acid. 
Mitchell, Jefferies and Stucker (1948) placed T.S.P. 
solution in screw-capped bottles before these bottles 
were sent out for collection of sputum so that when 
these bottles arrived the sputum was already digested 
and decontaminated. Cummings, Patnode and Spend- 
love (1949) studied the toxicity of the most commonly 
used digestive reagents and their results indicated that 
solium hydroxide and T.S.P. were the most suitable 
digestants. Beattie (1949) compared the efficiency of 
hydrochloric acid and trisodium-phosphate as digestants 
amd stated that the use of T.S.P. may adversely affect 
the growth of tubercle bacilli. Mullahy (1950) com- 
pared sodium hydroxide and T.S.P. as digestants on 
300 specimens and found that nearly twice as many 
cultures were contaminated in T.S.P. method of diges- 
tion as in the sodium hydroxide procedure. According 
to the Laboratory Sub-committee of the American 
Trudau Society, the sodium hydroxide method was 
considered the most reliable one in general use. 


In order to compare the efficiency of these methods 


of digestion and concentration, viz., sodium hydroxide 


aml T.S.P. in the isolation of M. tuberculosis from 
pathologic material, a study of these two digestants was 
undertaken in this laboratory. 

This communication records the results obtained in 
over 200 samples of material suspected to contain 
tubercle bacilli. 

MATERIALS AND METHOD 

Material received for examination included sputum, 
urine, body fluids like pleural fluid, ascitic fluid, etc., 
either from hospitals or from private practitioners. 
During the 8 months from February to September 1952, 
235 specimens were examined by sodium hydroxide 
and T.S.P. concentration methods. These included 
200 samples of sputum, 7 samples of urine, 27 samples 
of fluids and 1 sample of cerebrospinal fluid. 

In recent years many satisfactory methods for the 
cultivation of M. tuberculosis have been developed. 
It was found by the Tuberculosis Evaluation Laboratory 
of U. S. Public Health Service that Jensen-Holm modi- 
fication of Lowenstein medium was the most, efficient 
culture medium for routine diagnostic use. The same 
medium was used in this laboratory for the routine 
culture of M. tuberculosis. 

The two methods employed for the digestion and 
concentration of pathologic material were as under: 

1. The Sodium Hydroxide Concentration Tech- 
nique—A 4 per cent (normal) solution of sodium 


MHATRE AND MODI 


VOL. XXII NO. 9 
JUNE, 1953 


hydroxide (B.P.) pellets (May and Baker) was used 
as a digestant. Equal volumes of specimen such as 
sputum (in case of urine, CSF and body fluids—the 
centrifuged deposit was taken) and the digestants were 
thoroughly mixed and the mixture incubated at 37°C., 
for half an hour, then neutralised with 4 per cent hydro- 
chloric acid using phenol red (0-04 per cent aqueous 
sol.) as an indicator. It was centrifuged at high speed 
for about half an hour and the sediment inoculated on 
to two tubes of Lowenstein medium. The cultured 
tubes were paraffined and placed in the incubator 
at 37°C. Results were recorded at weekly intervals, 
for evidence of any growth. Period of observation was 
2 months after which a negative result was given. 


2. The T.S.P. Concentration Technique—A 23 per 
cent solution of hydrated salt of T.S.P. (Na, PO, 12H,O) 
C.P. (Baker’s analysed chemical reagent) was used as 
a digestant. In equal volumes, the specimen was 
mixed thoroughly with the digestant (in case of urine, 
CSF and other fluids, centrifuged deposit was used for 
treatment) and the mixture kept in the incubator at 
37°C. for 24 hours, then centrifuged and supernatant 
fluid discarded. The deposit was mixed thoroughly 
with saline and then centrifuged again at high speed for 
about half an hour. The sediment was then inoculated 
on to two tubes of Lowenstein medium. The tubes 
were paraffined and kept in the incubator. Results 
were read at weekly intervals. The period of observa- 
tion was 2 months after which a negative result was 
given. 


RESULTS 


Comparative results of sodium hydroxide concen- 
tration technique and T.S.P. concentration technique in 
the isolation of M. tuberculosis in case of 200 sputum 
samples are set out in Table 1. 105 strains of A.F.B. 
were isolated from 200 samples of sputum subjected to 
treatment by sodium hydroxide concentration method. 
Of these, 55 samples were positive in direct smears as 
well as on cultural examinations, while the remaining 
50 strains were isolated from sputums which were nega- 
tive in direct microscopic examination. There were 
59 cases in which neither smear nor culture were 
positive. 

TABLE 1—SHOWING COMPARISON OF THE RESULTS oF Two 
CONCENTRATION TecuNigues (Soprtum Hyproxipge CoNCENTRA- 


tion MetHop anp Tri-Soptum PxHospHaTe CONCENTRATION 
MeTHop tn Case oF SPUTUM) 


i 
| 


| 


Contamina- 
tion. Results 
inconclusive 


| 


| Smear +ve 

| Culture +ve | 

| Smear + ve 

| Culture —ve 

| Smear —ve 

| Culture + ve 

| 

| Smear—ve | 
Culture —ve 


| 
| 


& 


42+8=50 


40° 8+4=12 107 14 


N.B.—Out of 105 strains 8 were atypical A.F.B. and hence 
not included under M. tuberculosis, as showed chromogenic 
characters. 


| 
3 
Sodium 
hydroxide 555 (200 
Trisodium 
phosphate 27 200 
: — 353 — 
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In the case of T.S.P. concentration technique, 
39 strains of A.F.B. were isolated of which 4 were acid- 
fast saprophytes. There were 27 cases in which both 
smear and culture were positive while 8 specimens were 
positive by cultural examinations only. Remaining 
107 specimens were found negative both by smear and 
culture. 

In the case of other specimens such as urine, body 
fluids, etc., the number of specimens subjected to treat- 
ment by both the concentration techniques was not 
sufficiently large and the results, therefore, cannot be 
considered significant. In the case of urine, no 
M. tuberculosis could be isolated from any one of the 
7 samples treated by both the methods, the two strains 
isolated in each case showed saprophytic character. 

In the case of other body fluids, out of 27 samples 
tested by both methods, 6 strains of M. tuberculosis 
were isolated by the sodium hydroxide concentration 
technique, while only one strain could be isolated by 
the T.S.P. concentration method. 

As for contaminations, the total number of cases 

contaminated even after treatment with 
sodium hydroxide were 8, while none after treatment 
with T.S.P. 
DISCUSSION 


From the above results it would be observed that 
the total number of positive isolations obtained by 
subjecting the specimens to the preliminary treatment 
by sodium hydroxide is much greater (44 per cent) 
than those obtained by treatment with T.S.P. (16 per 
cent). In some samples, which showed large number 
of acid-fast bacilli in direct microscopic examination of 
the material no growth could be obtained in cultures 
even after two months when the material was primarily 
treated with T.S.P., while M. tuberculosis was isolated 
from same samples much earlier in cultures treated 
with sodium hydroxide. Moreover, while most of the 
positive isolations by sodium hydroxide method resulted 
in from 20 to 30 days, large number of positive samples 
subjected to treatment by T.S.P. showed no visible 
growth even at the end of 4 weeks. This showed that 
T.S.P. had retarding and, to a less extent, some inhi- 
bitory action on the growth of M. tuberculosis. 

T.S.P. treatment has no doubt a superior inhibitory 
action on contaminants. In this series 28 cases of 
contamination occurred in material treated with sodium 
hydroxide and only 14 cases when treated with T.S.P. 


The number of acid-fast saprophytes encountered 
in cultures primar‘ly subjected to sodium hydroxide 
treatment is much more (8 samples of acid-fast sapro- 
phytes) than those seen in cultures with T.S.P. treat- 
ment, thus showing that the saprophytes are inhibited 
by T.S.P. 

Eight strains of acid-fast bacilli were isolated by 
both the concentration methods, viz., sodium hydroxide 
concentration method and the T.S.P. concentration 
technique. Six out of eight strains showed confirmatory 
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evidence of M. tuberculosis in guineapigs, whereas the 
other two were negative by guineapig inoculation test. 
The two remaining ones may be considered non- 
virulent. 

Six strains of acid-fast bacilli which were isolated 
only by the sodium hydroxide concentration technique 
and could not be cultivated by the T.S.P. concentra- 
tion method showed macroscopic as well as microscopic 
evidence of H. tuberculosis in guineapigs. This is 
significant in that even virulent tubercle bacilli could 
be inhibited by T.S.P. method. 

Finally, although T.S.P. is a superior decontami- 
nating agent, it is at the same time inhibitory to growth 
of tubercle bacilli on culture media. 


CONCLUSIONS 

1. Number of positive isolations of M. tuberculosis 
by sodium hydroxide concentration technique is greater 
than that by T.S.P. technique. 

2. T.S.P. concentration technique carried out 
simultaneously for the same sample showed a distinct 
retarding of growth and to a less extent inhibition of the 
growth of M. tuberculosis in the direct cultures. 


3. T.S.P. technique has a superior inhibitory 
action on contaminants and on acid-fast saprophytes. 
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SODIUM FLUORIDE THERAPY IN 
FILARIASIS 
R. SUBRAMANIAM, .D., M.R.C.P., 


Physician, Government General Hospital, 
Madras 


The treatment of filariasis is still in a very un- 
satisfactory state. Particularly for the elephantoid leg 


and scrotum, medical treatment so far available is very 
poor. 
of 


In 1945, late Dr. Venkatachellam Pillai, Prof. 
in Madras, noted that incidence 
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of ‘filariasis was nil in places where fluorosis was 
endemic. This made him try sodium fluoride for 
filariasis. He made a r per cent solution and was 
administering the same orally. At his suggestion, 
I tried the same as injection. The result though 
encouraging was not taken up seriously. 

Last year, owing to unsatisfactory results of 
treatment of filariasis I once started giving in a case of 
well-marked swelling sodium fluoride 1 per cent 
I c.c. subcutaneously, once a week, for four weeks. 
At the end of 4 weeks’ treatment, no further injec- 
tions were given for one month and again another 
course was given. In some cases smarting pain used 
to occur soon after injection lasting from a few minutes 
up to half an hour. In no case was the pain so severe 
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as to necessitate discontinuing the treatment. In some 
other cases, after the first injection there was a tendency 
for the latent condition to flare up. In still others 
it caused filarial fever or lymphangitis to occur. Since 
this reaction was observed regularly, sodium fluoride 
therapy was preceded by the administration of sulpha- 
diazine 1 gm. three times a day for a week. In some 
other cases one course of Hetrazan or Banocide tablets 
was given. After this regime was started, no reaction 
was observed in any of the cases. This treatment out- 
lined above was given to 16 patients and the result of 
the same is given in the tabular statement below. 

It was observed that as injections progressed, the 
swelling came down and at the end of the 4 injections, 
the swelling was definitely less than at the start. After 


ANALYsis oF THE RESULTS OBTAINED witTH Sopium FLvoripe INJECTIONS 


Site of 
swelling 


Forearm 
Dorsum It. foot 
Leg and foot 


Dorsum It. foot 
Thigh 


Dorsum It. foot 
Left leg & dor- 


sum It. foot 
Forearm rt. & 
dorsum of hand 
Left foot 
Left leg & dor- 
sum of It. foot 
Rt. foot & leg 


3. 
4- 
5. 
6. 
8. 
9. 
0. 


Right leg 
Right leg & foot 


Right & left leg 
Left foot 
Right leg 


No. of 
injection before treatment 


4+4 


4 


Local condition 
Condition after treatment 


and 
No 


Swelling of the forearm 


Improvement 
swelling 
Good improvement. 
noticeable swelling 
Not seen after treatment— 

good result 
Not seen after treatment 
Very good result. No trace 
of swelling 
Sen at the end of one 
month; od response 
Swelling much less 


near wrist 

Slight fulness over dor- 
sum & ankle 

Slight swelling 


Moderate swelling 

Mild swelling and lym- 
phangitis 

Moderate swelling 


Moderate swelling 


+ 


Improvement not marked 


Good result 

Improvement not yet no- 
ticed; too early to assess 

Improvement; not seen 
afterwards 


Moderate swelling vis- 
ible and cedema 

Moderate 

Mild swelling 


Moderate 


do. do. 

Advanced No marked change in right 
but moderate improve- 
ment in left leg 

Marked reduction noticed 
do. 

change noticed; no 

reduction 


= 


No 
fever—slight 
in swelling 


Oo. 
Advanced 


4 injections, no further injections were given. The 
patient was asked to report once a fortnight and the 
condition was observed. If at the end of three months 
the swelling was still present, another course of 4 injec- 
tions was given as at the beginning; provided the 
swelling was only moderate in size i.e., up to 3 times 
the normal leg, it was reduced to the size of a normal 
leg. In cases of gross swelling, there was no} much 
appreciable effect noted. Even if no appreciable effect 
was noted patients observed that the fever which they 
used to get periodically before the commencement of 
this ‘treatment, had ceased. They also felt better after 
the course of treatment was over. It is not possible to 
say how far a psychological element is responsible for 


the sense of the well-being at this stage. This year 
I had an acute case. The man was admitted with fever, 
adenitis and femoral vein thrombosis with soft pitting 
secondary oedema of the leg. The groin glands 
were exquisitely tender. Night blood showed micro- 
filaria in large numbers. The preliminary sulpha- 
diazine therapy controlled the temperature but had no 
effect on the microfilaria. He was then started on 
anti-coagulants and sodium fluoride injections. After 
the first injection, the tenderness of the groin glands 
came down appreciably and the microfilaria were also 
reduced in number, After the second injection they 
completely disappeared. Owing to the difficulty of 
keeping acute cases for a longer time and doing filarial 


Name de... Se, 
Mr, D. 45 
2. Mrs. D. 33 | 
Miss K. 24 
Mr. N. 22 
Mr. E. 26 
Mr. H. 35 
1 Mr. R. 32 
Miss N. 13 
12. Mr. K. 
13. Mr. K. 5° | | 
14. Miss G. 25 4 
15: Miss L. 23 4 
16. Mr. D. 33 5 
— 34 — 
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count every night, more cases could not be observed. 
This patient got over the cedema as well as the adenitis. 
He was discharged and advised to report for further 
injections. Unfortunately he did not turn up. 


In two cases of hematochyluria, both of more 
than a year’s duration, sodium fluoride therapy was 
tried. There was gradual improvement as the injec- 
tions progressed and at the end of the 4th injection, 
in both of them, hematuria and chyluria ceased. In 
the first case it is now three months since the cessation 
of treatment. In the second case it is now two months 
since the treatment is over. Yet both are free from 
the complaint. It is as yet too early to say how long 
they will maintain the improvement. In the absence 
of satisfactory treatment for this condition and in view 
of the good results achieved with sodium fluoride, this 
is worth trying in this complication of filariasis. 

In one case of filarial scrotum not included in the 
accompanying table, after the second injection, the 
patient had fever for sometime and it turned out to be a 
filarial abscess of the scrotum which responded very well 
to sulphadiazine, incision and drainage. Thus the main 
drawback of sodium fluoride seems to be the tendency 
to precipitate reaction. If this is avoided by preli- 
minary treatment with sulpha drugs this can be warded 
off. The local pain at the site of injection is lessened 
by diluting the solution to 2 c.c. with distilled water 
or by adding } c.c. 1 per cent novocaine. All the cases 
included in the table are cases in which the swelling 
had lasted for some years and had failed to respond 
to other lines of treatment. Though some others have 
claimed Hetrazan as having brought about reduction 
in the filarial leg, it had no effect in any of my cases. 
Where the filarial swelling has lasted for more than a 
year Hetrazan or similar drugs havé no effect on the 
swelling. It is for these cases that sodium fluoride is 
most valuable. In a small percentage of cases, on the 
day following the sodium fluoride injection, patients 
complain of stiffness in the limbs, particularly in the 
shoulder region; but this is not seen in all cases. 


The treatment suggested above is a very simple one 
and is also very cheap. Filariasis is highly endemic 
and affects extremely poor people who cannot afford 
costlier treatment like Hetrazan. Sodium fluoride may 
be given to them after administration of sulphadiazine 
for five days. Some of the cases have been followed 
now for two or three years without a recurrence of the 
swelling. The amount of sodium fluoride that is ad- 
ministered to produce the therapeutic response is not 
likely to bring about any toxic symptoms of fluorosis. 


SUMMARY AND CONCLUSION 


Sodium fluoride, 1 per cent 1 c.c. subcutaneously 
for 4 weeks, 
filarial legs. 

2. The results in the 16 cases reported are uni- 
formly good, the treatment is successful in moderate 


at weekly intervals, is suggested for 


3. The drug is cheap and the dose suggested is 
free from toxicity. 


ACKNOWLEDGMENT 
I am thankful to my assistant Dr. C. T. Hemachandran 
for having collected the material and looked after the 
patients during the course of treatment, and to the Director 
of Medical Services, Madras, for permitting me to write this 
brief note 


HEMATOLOGICAL STUDIES IN 
NEWBORN INFANTS 
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Hematological studies in newborn infants have 
engaged the attenticn of investigators for a long time. 
In most cases, findings have been at variance due to 
lack of standard methods of examination. The subject 
offers many interesting features of physiology in respect 
of sudden change of environment at birth and in early 
neonatal life. Lipmann (1924) quoting Bayer pointed 
out that the first published figures on the blood of the 
newborn was that of Dennis. Williamson (1916) for 
the first time employed a definite standard of 16:9 gms. 
of hemoglobin per roo c.c. of blood as roo per cent. 
Guest, Brown and Wing (1928) pointed out that the 
percentage does not give the exact idea of haemoglobin 
content. Williamson (loc. cit.) and Khumbhar (1932) 
found 23-9 grams per 100 c.cm. or from 165 to 170 per 
cent (Haldane) as the hemoglobin content of babies at 
birth. Whitby and Briton (1947) on examination of 
twenty samples of blood from umbilical cord found 
that the average haemoglobin content of 20 gm. 
per cent (145 per cent, Haldané); ‘Guest, Brown 
and Wing (loc. cit.) obtained 17-9 gm. per 100 c.c. 
of blood as the average hemoglobin content. Waugh, 
Merchant and Maughan (1939) using 15-6 gm. of 
hemoglobin as standard found the average value for 
umbilical cord blood as 15:36 gm. The average 
hemoglobin values of Indian babies quoted by authors 
in this country are as follows:—Dhar (1934)—r8-98 
gm. per 100 c.c.; Mukherjee (1944)—20°60 gm. per 
roo c.c.; and Datta Choudhury (personal communica- 
tion)—15°79 gm. per 100 c.c. 

The red cell count values show wider variations. 
Goldbloom and Gotlieb (1929) mentioned that the ery- 
throcyie count might vary from 5:1 to 7-1 million, per 
cubic millimeter of blood. Lucas et al (1921) obtained 
5°51 million per cubic millimeter and Aitken (1902) 
found 7-68 million per cubic millimeter. Mayers (1922) 
reviewed the literature and found 5-72 million as the 
average figure of erythrocytes. The average figures of 
Indian workers are as follows: 


Dhar (1943)—5-08 million per c.mm. 
Mukherjee (1944)—6-07 per c.mm. 


size filarial legs. 
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Datta Chowdhury (personal communication)— 
4°5 million per c.mm. 

Mackay (193ta and 1933c) emphasizes that 

obin estimation varies with the technique and 
also with the site from which the blood is obtained. 
Schiff (1892) pointed out that the differences in the 
values might be due to environment and geographical 
location. Demarsh, Windle, Alt and Hills (1941) 
pointed out that the average values of hemoglobin and 
red blood corpuscles varied with the time of tying 
MATERIALS AND METHODS 
The present study has been based on investigations 
both cord blood and peripheral blood obtained from 
heel of 23 newborn infants. Both the cord blood and 
the heel blood were taken almost simultaneously imme- 
diately after birth in the labour room. Only full term 
normal babies born naturally of mothers without any 
disease such as gross anemia, cardiac disease, 
toxemia, placenta previa, etc., were selected for 
examination. Newborn infants’ blood was obtained by 
a deep stab on the lateral side of heel with a cataract 
knife. The blood which flowed freely was taken with 
a hemocytometer pipette for R.B.C. examination and 
a Sahli pipette for haemoglobin estimation. Subse- 
quent to birth, the peripheral blood obtained from heel 
has been examined on 3rd, 4th-5th days, 6th-7th 
days. Hzmoglobin count, red blood cell count, reti- 
culocyte count and in some cases icteric index were 
determined. Haemoglobin estimations were done by 
the Sahli hamoglobinometer (Hawksley, 14 gm. = 100 
per cent), and results recorded in gms. per roo c.c. 

The red blood cell count was done on a Thoma 
scale, Hayem’s solution has been used for purposes of 
dilution. 

Reticulocyte count was done in the usual way by 
staining with brilliant cresyl blue (0-3 per cent). The 
percentage figures from 500 red cells were taken. 

Icteric index of 5 newborn infants was examined 
on the 1st, 2nd, 3rd, 5th and 7th day. About r c.c. 
of blood was collected, out of which 0-2 to 0-25 c.c. of 
serum could be obtained. The serum was matched 
against a freshly prepared solution of potassium dichro- 
mate (1 in 10,000). 

RESULTS 


HMOGLOBIN AT BIRTH: 
The average in of cord blood was 
‘43 gm. per roo c.c. with S.D. 2-190 and S.E. 0°457. 
of values was from I1-I gm. to 19°6 gm. 
ange of variation of 14 gm. to 16 gm. was noted 
The average hemoglobin of heel blood 
was 15°52 gm. per roo c.c. with S.D. 0-964 
. 0180, the range of values being 14:4 gm. to 
of variation of 15 gm. to 17 gm. 
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after the pulsation of umbilical vessels ceased. The 
difference between cord blood hemoglobin and infants 
blood hemoglobin varied from 3 to 3:9 gm. In two 
cases, cord blood showed greater haemoglobin value 
than heel blood and in both of these cases, the time 
required for cessation of pulsation was 15 minutes. 


Rep BLoop Count at Birta: 


The average cord blood showed a red cell 
count of 5°43 million with S.D. o-197 and S.E. 
0166. The average red blood cell count of heel 
blood was 6°52 million with S.D. o-219 and S.E. 
0-046. The range of variation of R.B.C. of cord 
blood was 3°6 million to 6-4 million. The range of 
variation from 4 million to 6 million was noted in 
18 cases. The range of variation of R.B.C. of peri- 
pheral blood was from 5:2 to 6:8 million. The range 
of variation from 6 to 6°8 million was noted in 17 cases. 
The difference of the red cell count between the cord 
and the heel blood varied from 0-2 million to 2:2 million 
per cubic millimeter. The maximum difference was 
2:2 million noted in two cases. 


Taste ComMPpaARATIve VALUES OF H&MOGLOBIN AND 
RBC anp Rericutocyte or Corp anp BLoop 
OBTAINED FROM Heer or Basy at Birtu 
Reticulocyte 
per cent 
Cord Baby at 

birth 


RBC in millions 


Hb. in gms. 

per 100 ¢.c. 

Cord Babyat Cord 
birth 


15-1 


14°3 
12-0 
12-2 15:1 
136 
17° 15°7 
19: 14°8 
15°! 
14°8 
14°9 16-2 
17°6 
15°8 
15°4 
14°6 


1-22 
1-09 


16°5 
15°7 
15°7 
15°4 


14°0 
14°3 
16°5 
13°7 
14°! 
14/0 


14-0 
15° 

14°8 
14°4 


OR DS 6 WH WH WH 


15°52 5°43 6-52 
0-180 0-166 0-046 
864 0-797 


Average 14°43 
S. 0-457 
S.D. 2-199 oO 


ReticuLocyte Count At BIRTH: 


The average reticulocyte of cord blood was 0-88 per 
cent with S.D. 0-365 and S.E. 0-076. The average 
reticulocyte of heel blood at birth was 1-42 per cent with 
S.D. 0-332 and S.E. 0-089. The reticulocyte count of 
cord blood varied from 0°36 per cent to 1-69 per cent. 


JOURNAL 
1168 
1169 1-44 | 
1167 0-74 
1170 1-35 
0-97 
T169A 0-71 1-18 
1202 0-94 1-18 
1345 1-03 I-12 
1344 1-00 «1-82 
1356 1-69 1-82 
1349 
ee 0-55 2-06 
1144 0-54 1-82 
1148 0-59 
1154 0-56 1-46 
1152 0-63 1°45 
1155 15-6 0-56 
1147 15°3 0-93 
1157 0-52 1-28 
1161 0-45 1-29 
1160 eee 1-03 
1165 1-03 
162 eee 
165 
0-88 1-42 
0-076 0-089 
was noted in 16 cases of peripheral blood of the new- : 
born; 18-8 gm. was noted only in one case. 
The peripheral blood usually showed higher hemo- 
globin value than cord blood. The cord was clamped 
356 — 


J. I. M. A. ADVERTISER 


Made in Switzerland by: 

j. R. GEIGY S. A.-BASLE. 
importers: 
AMALGAMATED CHEMICALS ANO 
DYESTUFFS COMPANY, LIMITED, 
P.O. Box No. 965, 

BOMBAY. 


Available in four-ounce phial 
DIGENZYMES 


Palatable combination of a BENGAL CHEMICAL 


Diastase, Pepsin and Papain me CALCUTTA. BOMBAY. KANPUR, 


June, 1953 ee xxvii 
BE 
FOR 
When replying, please mention the Journal of the Indian Medical Association 


J. 1. M. A, ADVERTISER June, 1953 


NEW PRINCIPLE IN STREPTOMYCIN THERAPY 


AMBISTRYN represents an important advance in antibiotic therapy. It com- 

bines equal parts of streptomycin sulfate and dihydrostreptomycin sulfate ; 

the patient thus gets only half as much of each drug. The risk of vestibular 
- damage (from streptomycin) and of hearing loss, (from dihydrostrepto- 
' mycin) is reduced appreciably. Therapeutic effect is undiminished. 


~ This principle has been demonstrated in both animals and man. 


dihydrostreptomycin has 
normal equilibrium. 


In patients treated for 120 days with 
1 Gm. per day of the combined 


drugs, the incidence of neurotoxicity 
is practically zero. 


AMBISTRYN 


Squibb Streptomycin Sulfate and Dihydrostreptomycin Sulfate in equal perts 
1 Gm. and 5 Gm. vials, expressed as free base 
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*AMBISTRYN’ js 0 trademark leader in streptomycin 
research and manufacture 
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pe : Red ‘blood cells in ‘millions 
SE 


Hamoglobin “gm. | 100 Cc. 
No. Mean SD 


0-864 
0-831 


SE No. 


0-180 23 
0-86 20 
0-816 0-170 23 


0-8 0-183 20 


Mean SD 


6-52 
6-46 


6-33 
6-30 
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percentage 
SD SE 


Reticulocytes 
Mean 

0-089 

0-106 


0-219 
0-176 


0-46 
0-39 


1-42 
1°54 


1-61 


0-332 
0-336 


o-218 0-43 0-362 0-041 


0:264 0-059 1-65 0-313 0-104 


8 samples showed a range of variation of reticulocyte 
from 1 per cent to 1-69 per cent and 19 showed varia- 
tion between 05 per cent and 1-5 per cent. The varia- 
tions in heel blood reticulocyte ranged from 1-03 per 
cent to 2:06 per cent. Out of 14 cases, 13 showed 
range of variation from 1-03 per cent to 2 per cent and 
one showed 2-06 per cent. 

OBSERVATIONS IN EARLY NEONATAL LIFE: 

The heel blood was examined on 3rd, 4th and 5th 
day, 6th and 7th day. Three cases were examined again 
on 2nd day as the sample on the 1st day was spoiled. For 
obvious reasons, every one of the cases could not be 
followed up to 7th day and so that 6th and 7th day 
figures and 4th and 5th day figures were taken together 
in many cases. On the 3rd day, 20 cases were exam- 
ined, on the 4th and 5th day 23 cases were examined 
and on the 6th and 7th day, 20 cases were examined. 
There was progressive fall of both hemoglobin and red 
blood cells from the date of birth to 6th and 7th day. 
The total fall of hemoglobin from birth to 6th and 7th 
day was 0°42 gm. or 2-7 per cent of the total value. 

The maximum depreciation in kxmoglobin occurred 
between birth and 3rd day in case of hemoglobin and 
4th day in case of red blood cells. The rate of decline 
from 3rd day to 7th day was not as rapid as in the 
first 48 hours. The total fall of R.B.C. from birth to 
6th and 7th day was 2:2 million. 


RETICULOCYTE : 

There was gradual increase of reticulocytes from 
the date of birth to 6th and 7th day. The total in- 
crease on the 6th and 7th day was by 0-23 per cent. 
The increase was progressive and did not reveal any 
stationary attitude. 


Icreric INDEX: 


Icteric index in early neonatal life does not reveal 
‘any striking difference on the different day figures. 
The icteric index on the rst day was higher than on 
subsequent days. There was rather gradual diminu- 
tion of icteric index. 

Ictertc INDEX 


ond ard 


qth 


DISCUSSION 


The cord blood and the blood obtained from heel 
of the newborn were examined simultaneously. It has 
been revealed that the averages of both hemoglobin and 
R.B.C. (15°52 gm. and 6°52 million, respectively), 
were higher than those of the cord blood 
(14°43 gm. and 5-43 million). Explanation of this has 
been offered by different observers. Whether this in- 
crease is due to different sources of blood (namely 
venous blood of cord and peripheral blood in the new- 
born) is a moot question. The splenic contraction 
throwing greater amount into circulation and occlusion 
of capillaries by large mononuclear cells have been 
offered as explanations (Taylor, quoted by Barcroft, 
1938). Polycythemia in the newborn has been ob- 
served in this series. Relative low oxygen tension and 
different haemoglobin characters are the possible expla- 
nations. Mukherjee (loc. cit.) found that any condition 
interfering with normal aeration of placental blood 
caused an increase in initial polycythemia at birth with 
concomitant reflection on hemoglobin values and cell 
volume findings. For example asphyxiated babies 
show greater hemoglobin and R.B.C. values than nor- 
mal babies. The average reticulocyte count of the 
infant at birth was higher than that of the cord blood. 
This suggests a higher level of activity of hemopoietic 
system in the foetus at birth. 


The early neonatal blood picture reveals gradual 
decrease of red blood cell count and hemoglobin count. 
Side by side with it, there is an upward curve of the 
reticulocyte level and this phenomenon suggests that 
the erythropoietic activity of the newborn is continuing. 
With regard to the hemoglobin and red blood cell, the 
depreciation curve was rapid up to 3rd day in case of 
hemoglobin and 4th and sth day in case of R.B.C. 
This mechanism is probably compensatory with the 
establishment of pulmonary respiration. From 3rd day, 
the decline is not so rapid and this can be explained 
as due to dehydration effect consequent on water loss 
by the newborn. The total fall of R.B.C. from birth 
to 6th and 7th day was 0-22 million or 3-3 per cent of 
total value. 

Jaundice was not observed in this series either 
clinically or by the icteric index. In fact, icteric index 
in this small series was found to become less each day 


‘after birth. This may be explained as follows— 


(i) There is no destruction of red blood cells other 
than the physiological destruction. 


JOURNAL 
Ist day 23 15°52 
grd day 20 15°27 4 
4th-5th || 10 
day 23 15°20 
6-7th 
No. day day day day day day day 
1 8 8 
3 8 s 6 6 
4 12 10 8 5 
5 10 S 8 6 


(i) There is no decreased excretion. 

(ii) There is normal utilisation and storage of 
broken down iron pigment in liver and other 
tissues. 

Jaundice that has been observed in the case of the 
newborn infant in the process of this enquiry has been 
only in premature babies. Mackay (1933b) found 
greater destruction of red blood cells in premature 
babies. Mukherjee (loc. cit.) found more imperfectly 
hzmoglobinised cells and more nucleated cells in case 
of premature babies. 


SUMMARY AND CONCLUSION 


1. Hemoglobin content, red blood cell count and 
reticulocyte percentage is higher in the newborn at 
birth than the cord blood. Several explanations have 
been offered. 


2. The hemoglobin content of infant at birth is 
15°52 gms.—o-180 compared with that of cord blood 
14°43 gm. — 0°457. 

The R.B.C. of infant at birth is 6°52 million 
—0-046 compared with that of cord blood which is 
5°43 million,—o- 166. 

The reticulocyte count of infant at birth is 1-42 
0-089 compared with that of cord blood which is 
0°88 — 0:076. 

3. There is progressive decrease in haemoglobin 
content and R.B.C. count in early neonatal life. 

4. No jaundice has been noticed either clinically 
or by increased icteric index at birth or in early neo- 
natal life. Icteric index at birth is higher than in 
subsequent days. 

5. The reticulocyte percentage is increased after 
birth, suggesting mild erythropoietic activity side by 
side with physiological destruction of red blood cells. 
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I 


THE CLINICAL USE OF RADIOACTIVE 
IODINE IN THYROID DISEASE 
STEPHEN BENNETT YOHALEM, m.p. 


The introduction of radioactive isotopes has 
provided the physician with an extraordinarily useful 
tool. Radioactive iodine is a particularly apt illustra- 
tion of the diagnostic and therapeutic function of the 
radioisotope. 


I. Basic PRIncIPLEs 


Metabolism of lodine—The element iodine ingested 
as such or as iodide is rapidly absorbed from the 
stomach. Inorganic iodide entering the blood stream 
in this fashion is then removed in two ways: the 
thyroid gland efficiently concentrates the element, and 
the kidney excretes it. This ability of the gland to 
concentrate the element is remarkable and exceeds that 
of any other organ by 1,500 times. In pharmacologic 
doses the kidney of the normal human excretes the 
remainder within twenty-four hours. It is evident then 
that in ordinary amounts no significant iodide accumu- 
lates in any organ of the body other than the thyroid. 
When the gland is saturated, naturally all iodine 
ingested is excreted. 


Iodine collected by the thyroid is oxidised and 
incorporated in organic molecules such as diiodotyrosine 
and finally synthesized into thyroxin, the thyroid 
hormone. This small molecule is bound to both globu- 
lins and albumins and then either stored as colloid in 
the gland or secreted as hormone into the blood stream. 
The exact fate of released hormone is unknown, but a 
great proportion of the iodine is degraded to iodide and 
recollected by the thyroid for further synthesis. Nor- 
mally the blood inorganic iodine is a very small portion 
of the whole blood iodine. The greater part is protein 
bound iodine, which is essentially thyroid hormone. 
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The fate of ingested iodine depends on a number 
of factors. First is the saturation of the thyroid by 
iodine. Saturation results in almost complete excretion 
of all ingested iodine. Secondly, when the thyroid is 
not fully saturated with iodine, the proportion of an 
ingested pharmacologic dose which is taken up by the 
gland is roughly proportional to the functional activity 
of the gland. Thus hyperthyroid individuals usually 
take up more than 50 per cent of an ingested dose 
while hypothyroids accept less than 5 per cent. Both 
thiocyanate and the antithyroid thioureas block this 
uptake of iodine. Similarly, the rate of release of 
hormone from the thyroid gland reflects its functional 
state: the more active the gland, the greater the rate 
of hormone release and the greater the level of circu- 
lating hormone (and its protein bound iodine). 


Isotopes—Isotopes are forms of an element of a 
given atomic number with varying atomic weights. 
Since the atomic number defines the number of circu- 
lating electrons it determines the chemical reactions of 
the element. There are no physiologic mechanisms 
which distinguish isotopes of a given element and it 
follows that each isotope is handled in the same way 
metabolically. However, the variation in atomic weight 
is accompanied by variation in other physical proper- 
ties including stability. Unstable isotopes decay with 
the emission of a characteristic radiation. These are 
commonly referred to as radioisotopes. The rate of 
decay is expressed as “‘half life’’—that time in which 
50 per cent of the element decays. Dosage is expressed 
in millicuries (mc) which is the radiation produced by 
I mgm. of radium. One microcurie (uc) equals 1/1000 
of a millicurie (mc). 

There are certain basic requirements for the clinical 
usefulness of a systematically administered radioactive 
isotopes; high concentration in the target tissue, energy 
which limits the effect of the radiation substantially to 
the tissue containing the isotope, a sufficiently short life 
so that continued radiation does not occur, a sufficient 
stability so that standardization and storage are prac- 
ticable, and degradation to a physiologically innocuous 
substance. 

The radioactive isotope of iddine generally in use 
is I,,,. It is produced by neutron bombardment of 
telurium in the uranium pile or as a byproduct of 
uranium fission. The half life is eight days, and the 
degradation product is the inert gas xenon. Radio- 
iodine is administered as a solution of potassium iodide 
without added inert material. It emits both beta and 
gamma rays. The therapeutic effect is 90 per cent due 
to the beta rays. Their energy is such that the effects 
of the ionizing radiation travel a maximum distance of 
18 mm. in tissue, 50 per cent being expended within 
0-2 mm. On the other hand, the gamma rays are the 
important factor in diagnosis since, because of their 
penetration, they may be measured externally by means 
of a Geiger counter. 

It may be seen that I,,, is ideal from a clinical 


YOHALEM 


VOL. XXII NO. 9 
JUNE, 1953 


point of view. It is concentrated in a single organ and 
the energies of its beta rays are essentially dissipated 
within that organ. There are no radiation effects on 
trachea, skin, or even parathyroid tissue. The patient 
receives radiaticn for a matter of weeks and the unused 
portion is excreted too rapidly to affect the excretory 
organs. Indeed I,,, is unique in its clinical suitability. 


Il. Duacnostic Use 


Hyperthyroidism—lIt has been stated that the three 
basic facts in the utilization of iodine by the body are 
that the more active the gland the greater the uptake 
of ingested iodine, the less the loss of iodine in the 
urine, and the greater the release of organic iodine as 
thyroid hormone by the gland after synthesis from 
absorbed inorganic iodine. Each of these facts may be 
used as the basis of tests of thyroid function. 


The simplest and oldest diagnostic test is based on 
the urinary excretion of iodine. In general within 
twenty-four hours of ingestion of a tracer dose of 
radioiodine, usually 25-100 microcuries (uc), a hyper- 
thyroid patient will excrete less than 20 per cent. A 
euthyroid (normal) patient excretes 30-80 per cent, and 
a hypothyroid patient 70-95 per cent. The tracer dose 
is without measurable effect on thyroid function. Not 
only the ambiguous zone of 20-30 per cent, but the 
difficulties of complete urinary collection and the not 
infrequent occurrence of renal insufficiency in thyro- 
cardiacs with heart failure make the method of limited 
value. It is little used at present. 

Of equal simplicity is the direct measurement of 
thyroid uptake by means of external measurement of 
the gamma activity over the thyroid using a Geiger 
counter or a scintillation counter. This measurement 
too is customarily made in twenty-four hours. A 
hyperthyroid patient usually shows an uptake of at 
least 50 per cent of the tracer dose while euthyroid 
patients fall below this figure. There is an overlap in 
the values obtained in the two types of patients so 
that although a high uptake is almost always diagnostic, 
figures below the value of 50 per cent need not exclude 
hyperfunction. In order to obviate variations due to 
differences in gland size and location with respect to 
the skin surface, ingenious arrangements of multiple 
tubes have been devised. The increased sensitivity of 
the new scintillation counters employing a crystal which 
fluoresces when exposed to ionizing radiation should 
eliminate those variations which are due to differences 
in geometry. 

Far superior to either of these methods is the one 
based on the rate of release of thyroid hormone from 
the gland. It is after all this property of the hyper- 
thyroid gland which produces the clinical picture of 
hyperthyroidism. In Fig. 1 are summarized the 
findings in the blood of three types of patients after 
ingestion of a tracer dose of radioiodine. When radio- 
iodine is fed to a normal patient there is a sharp rire 
in radioactivity within a matter of minutes and reach- 
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BLOOD RADIOACTIVITY IN 


Fic. Rapioactiviry oF PLasMa MEASURED 
AFTER ORAL ADMINISTRATION OF TRACER Dose oF I,,, 
A—Euthyroid (Normal) Patients. B—Hyperthyroid Patients. 
C—Euthyroid (Normal) Patients with Renal Insufficiency. 


ing a peak in a few hours. After this the blood level 
falls off sharply. This fall is due to loss from the blood 
to the thyroid gland and to the urine. When a hyper- 
thyroid patient receives radioiodine the initial stages of 
the blood curve are similar to those observed in the 
normal. However in eight to twelve hours the radio- 
iodine taken up by the thyroid and incorporated in 
the thyroid hormone begins to be resecreted into the 
blood. The rate of this production is such that the 
blood radioactivity rise is significant after the second 
day. Blood drawn from 72-96 hours after the inges- 
tion of tracer may be analysed with a suitable counter, 
either an immersion-type (O gas counter) or better yet 
a scintillation counter in which the test tube containing 
plasma is inserted in a hole drilled in the crystal. The 
method requires only 4 cc. of plasma. It is clear from 
the third curve that in a patient with renal failure of 
whatever cause, the blood radioactivity will be high 
because of failure to excrete organic radioactive iodide. 
To separate the hyperthyroid patients from those with 
renal failure it is necessary in all cases with high levels 
ef activity to precipitate the plasma protein with 
trichloracetic acid, wash three times in a_ centrifuge, 
redissolve the protein in alkali and again measure the 
radioactivity. When the radicactivity remains, i.e., 
is protein bound, it is due to thyroid hormone and if 
high indicates hyperthyroidism. Even in total renal 
failure the excess iodide is not incorporated in the 
protein bound fraction after weeks of circulation. In 
an experience of some thousands of determinations we 
have not seen a euthyroid patient with a protein bound 
level of radioactivity greater than 0-3 per cent of the 


IN THYROID DISEASE suns. 
ingested dose per liter of blood. No untreated hyper- 
thyroid patient falls below this figure if iodide con- 
sumption, gall bladder dye, lipiodol and antithyroid 
drugs have been excluded. The response of the gland 
is of course conditioned by antithyroid drugs. In 
general the effects of inorganic iodide are exhausted 
within two weeks, and those of the thioureas in three 
weeks unless clinical remission is maintained. While 
organic iodides such as priodax interfere with standard 
determinations of protein bound iodine for months they 
probably do not affect protein bound radioiodine 
measurements for more than a few days. 


Other suggested uses of blood measurement have 
included estimations of iodine clearance by the gland or 
of the conversion ratio of iodide to organic iodine. 
Since these require either normal kidney function or 
determinations of excretion and gland uptake as well as 
blood levels, they appear to be unduly complicated 
without providing any increase in accuracy. 

It is clear that in the overt case of hyperthyroidism 
these methods are not necessary. The classical deter- 
mination of the basal metabolism is satisfactory. The 
use of protein bound iodine determination is superior 
to the basal metabolic rate but requires special labora- 
tory facilities and arduous technical training. The 
great usefulness of the test with radioiodine lies in that 
important group of cases where the diagnosis is not 
clear cut, those with marked disease manifested pri- 
marily as heart disease, and those in whom a severe 
anxiety state makes metabolic measurements imprac- 
tical while provoking a clinical picture similar to and 
frequently indistinguishable from true hyperthyroidism. 


Other thyroid states—It had been hoped that 
radioiodine would contribute to the diagnosis of thyroid 
cancer. It is true that with a collimated Geiger counter 
one may measure fractionally the uptake of each por- 
tion of a palpable goiter. It is likewise true that in 
general carcinomatous tissue functions less efficiently 
with respect to iodine than does normal thyroid tissue. 
However, this is also true of inflammatory tissue and 
of resting colloid. Therefore, only a statement as to 
relative function can be made with such a counter, and 
the diagnosis of malignancy should always be based 
on biopsy study. All solitary masses or nodules should 
be examined by excision and microscopic study. 


Studies with a collimated counter may be used to 
determine the nature of metastatic tissue in lymph 
nodes, bene or lung. Only a positive report is of value 
since failure of a tumor to take up radioiodine does 
not preclude a thyroid origin. The method is parti- 
cularly useful in identifying superior mediastinal 
goiters. 


In hyperthyroidism caused by ingestion of thyroid 
extract there is no uptake of radioiodine, and this is 
if thyroiditis can be excluded clinically—, 
for in the latter disease there is also an elevation of 
the blood protein bound iodine. 


diagnostic 


— — 


| 
46 
1.2 
0.6 
0.3 
A 
4A 124 8 42% 
TIME IN HOURS 
— 
3 


YOHALEM 


Radioiodine has not provéd useful in the diagnosis 
of thyroid underactivity although it may be used in 
infants to determine the complete absence of thyroid 
tissue, as in juvenile myxcedema. 


In summary, radioiodine has provided a most 
potent tool for accurate diagnosis of hyperthyroidism 
-and has a limited usefulness in other abnormal thyroid 
conditicns, 

The simplest and most accurate method is that 
which measures the level of release of radioactive 
hormone to the blood. 


III. 


The treatment of hyperthyroidism with internal 
radiation with radioiodine is based on the fact that the 
hyperthyroid tissue collects the isotope and the fact 
that cells exposed to the ionizing radiation are destroyed. 
Treatment consists in oral administration of a tasteless 
solution of radioactive potassium iodide in water. 
Hospitalization is not required. 


Dosimetry—The clinical response to radioiodine 
depends on the amount of radiation delivered to a unit 
weight of thyroid tissue and on the radiosensitivity of 
this tissue. Fortunately, the latter factor is apparently 
fairly constant. The amount of radiation depends in 
turn on the dose administered, the percentage of the 
administered dose retained, the size of the gland, and 
the biological half life. Of these variables the first two 
may be determined conveniently and accurately. Since 
the biological half life is six and one half days the 
potential error in the direction of over-dosage is slight, 
using an element with a physical half life of eight days. 
The size of the gland is estimated by physical examina- 
tion and requires clinical practice. 


A dose calculated to deliver 80 uc of I,,, to the 
gland per gram of tissue gives about ten thousand 
equivalent roentgens and is the dose required by the 
average patient. Estimating the uptake directly or by 
excretion, this has required 3-12 mc. in the average 
patient with a mean of 8-2 mc. in our experience. The 
dose required may be given at eight week intervals. 
The younger the patient, the more advisable is the 
course of split dosage, giving about 80 per cent at the 
first treatment. This method lessens the incidence of 
post-therapeutic hypothyroidism. On the other hand. 
where the heart is seriously affected as in almost all 
older patients, this prolongation of treatment is inad- 
visable and full dosage must be employed. Where the 
goiter is substernal, dosage is a matter of intelligent 
guess-work and one must weigh the risks of hypo- 
thyroidism versus prolonged treatment in each patient. 


To summarize, a patient with an 80 per cent uptake 
of I,,, and a gland estimated at 50 grams would 
require 5 mc. of I,,,._ If young, this would be given 
as 4 me. initially, with further treatment as required; 
while if older, the initial dose would be 5 mc. Where 
clinical improvement is slight, the second dose is about 
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half the first; where almost complete, further doses are 
of the order of 1 mc. per treatment. 


Results—When a patient is treated with radioiodine 
no response of any sort can be expected for a few 
weeks. Subjective improvement begins toward the end 
of the third week. It may be preceded, but is usually 
succeeded, by measurable shrinkage of the gland. 
Objective improvement in the pulse, blood pressure, 
and weight usually begin toward the end of the fourth 
week; it reaches a maximum and levels off in six to 
eight weeks. If the patient is not well by the end of 
the eighth week, retreatment is indicated. If no im- 
provement whatever has occurred in six weeks, retreat- 
ment may be instituted at this time. Under no circum- 
stances should a second dose ever follow a first within 
a shorter interval. Where the disease is severe, it may 
be undesirable to permit af interval to elapse 
between treatment and improvement. In such cases, 
especially all patients with cardiac manifestations, 
Lugol’s solution may be given from the third to the 
twenty-fourth day after radioiodine. This will produce 
temporary iodine remission without affecting evaluation 
of the radiation effect after the eight week period. 
Patients who are apparently well six weeks after treat- 
ment may again be mildly toxic ten to twelve weeks 
after I,,, has been given. Similarly, patients who are 
mildly hypothyroid after six to eight weeks are fre- 
quently normal at ten to twelve months. 


In general, cardiac patients have responded parti- 
cularly well, even in the presence of rheumatic heart 
disease. Where auricular fibrillation is present, spon- 
taneous regularization occurs in about 75 per cent of 
patients, and after quinidine in an additional 15 per 


cent. Where essential hypertension has been present, 
cure of the hyperthyroidism has had no_ beneficial 
effect on the blood pressure, although impaired cardiac 
function may improve. Indeed, the diastolic pressure 
frequently rises after treatment. Measurable recession 
of exophthalmos is rare, although with the loss of stare 
it becomes less apparent. On the other hand, post- 
therapeutic exophthalmos is also rare, occurring in 
about o-r per cent of patients. 

Seventy-five per cent are cured with a single dose, 
and 95 per cent with two. The final rate of cure is 
roughly roo per cent. 

Combplications—Neither exacerbation of hyper- 
thyroidism nor increase of local pressure symptoms 
following therapy have occurred. In very rare cases 
a transient mild thyroiditis consisting of mild tender- 
ness lasting one week has been present on the second 
or the third day. There is no evidence of injury to 
the genitourinary or hematopoietic systems. In female 
patients the menstrual cycle, if undisturbed by the 
primary disease, has not been adversely affected by the 
treatment. Many patients have become pregnant after 
therapy, and these pregnancies are in no way remark- 
able. There has been no detectable damage to the 
laryngeal nerves or to the parathyroid glands. 


— 
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The overall incidence of post-therapeutic hypo- 
thyroidism is close to 5 per cent, a figure similar to the 
results with surgery in the U.S.A. 


In about half of the cases it is transient. The 
incidence of relapses is less than 1 per cent, which is 
superior to the usual surgical result and infinitely so 
to the results with thioureas. Hospitalization of the 
patient is not required. 

Indications and Contraindications—The results 
obtained with radioiodine are so uniformly excellent 
that it must be explained why it is not now the sole 
recommended form of treatment. In diffuse toxic 
goiter where the incidence of malignancy is negligible, 
there is no serious contraindication to the use of internal 
radiation except pregnancy. Since iodine passes the 
placental barrier and is concentrated by the feetal 
thyroid as well as the maternal, it is clearly impossible 
to use the method without destroying the foetal thyroid. 
Experiments with therapeutic abortions show that this 
is true early in pregnancy, even before a local thyroid 
is detectable as such. Pregnancy, then, is an absolute 
contraindication. 

The problem with the nodular goiter is different. 
While no two observers agree on the actual incidence 
of carcinoma in solitary nodular goiter, there is general 
agreement that it is insignificant. Although toxicity is 
associated with a lower incidence of malignancy, the 
combination does occur. There is no great problem 
in curing hyperthyroidism of the toxic adenoma with 
radioiodine, although some observers have found that 
a larger dose is required than in diffuse goiter. How- 
ever, in such patients one has no assurance that a 
carcinoma has not been missed. This reasoning applies 
with equal force to medical thyroidectomy with a 
thiourea. Unquestionably these patients should be 
treated surgically if operable. Radioiodine is not a 
suitable drug for preoperative preparation, since a 
patient in remission due to radioiodine is almost sure 
to be hypothyroid after surgery. On the other hand, 
where the goiter is multinodular the risk of malignancy 
is considerably less, and radiciodine may be used as 
in diffuse goiter. The theoretical possibility of late 
induced carcinoma due to radiation has been a draw- 
back to universal acceptance of the method, but the 
facts so far do not bear out this misgiving. There is 
no analogy with radium, because continuous radiation 
does not occur. For all practical purposes the radia- 
tion has ceased after thirty-six days. Early attempts 
at treating hyperthyroidism with external radiation met 
with but moderate success because of the limitations of 
dosage. In the group of patients so treated and in 
those receiving radiation oi laryngeal tumours or lym- 
phomas, no induced thyroid carcinoma has ever been 
reported. Similarly, among the many thousands of 
patients treated with internal radiation in the past 
eleven years, no such unfortunate accident has occurred. 
It obviously cannot be stated with certainty that it 
cannot occur in another ten years. For this reason 
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the age group over forty or, in extreme cases, forty- 
five; in other words, to the patients with the shorter 
life expectancy. This has the added logic that it is 
also the age group with the higher surgical mortality. 
On the basis of the evidence so far, it would seem that 
the risk of induced malignancy is lower than the 
surgical mortality in even the better hospital centers. 


In Table 1 are summarized the salient differences 
between isotope therapy and the alternatives in popular 
use. Our experience with the method now comprises 
more than 1,000 cases with only two treatment failures. 
Although there is no factual estiniate of the total num- 
ber of patients treated in the U.S.A., isotope clinics 
have multiplied rapidly in the past five years and 
published reports from other clinics show a general 
agreement with the results outlined. Because of the 
low morbidity, high rate of cure, absent mortality, low 
rate of relapse, and general simplicity for ambulatory 
patients, internal radiation with radioiodine is the treat- 
ment of choice for most diffuse toxic goiters and the 
majority of multinodular toxic goiters, 


TaBLE 


Factor Surgery Thiouracils | 


-10 weeks 6-16 weeks 
° N 
Yes No 
Cosmetic result Good with scar Poor 
Mortality 0-2-1% Rare 
Toxicity No Yes 
Post-therapeutic 
exophthalmos Not infrequent Rare 
Laryngeal paralysis Yes No 
Tetany Yes 
Myxcedema and 
hypothyroidism 2-29:7% 
Recurrence -12% 
Cancer t result 


Time for control 
Hospitalization 
Relief of pressure 


3-4 weeks 
Yes 


No 
No 


40-60% 
Unknown 


Unknown 


Treatment of Cancer—Internal radiation in carci- 
noma of the thyroid has not yet effected a cure, nor 
is it likely to do so. For this reason surgical extirpa- 

«tion should always be attempted. Where distant meta- 
stases are present, sufficient uptake to be of therapeutic 
value will occur in about 15 per cent of patients. 
Dosage is 100 mc. every two months until no further 
uptake can be demonstrated, or until damage to the 
bone marrow precludes further treatment. Each single 
administration represents a dose about 12 times the size 
of the total therapeutic dose required for the treatment 
of hyperthyroidism. Furthermore, since the adminis- 
tration must be repeated in treating carcinoma, the 
eventual dosage is extremely large. When dealing with 
doses of this magnitude, unlike the small amounts used 
in hyperthyroidism, many toxic effects are noted: 
severe thyroiditis, salivary inflammation, achlorhydria, 
acute swelling of tumour masses with pressure symp- 
toms, and aplastic anemia. With larger doses death 
has occurred due to radiation sickness. Although the 
results in the occasional case may be gratifying, the 


many workers prefer to restrict internal radiation to picture in the treatment of cancer is not bright. 
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SUMMARY 


Radioiodine provides the most accurate method 
available for assaying thyroid hyperfunction. It also 
provides the treatment of choice for the majority of 
patients suffering from hyperthyroidism with diffuse 
goiter. Certain less valuable diagnostic and _thera- 
peutic results are described for other thyroid affections. 


APPENDIX 


In the U.S.A. radioactive isotopes are released to hospitals 
and practitioners under license from the United States Atomic 
Energy Commission. The minimum personnel requirements 
are a physicist to supervise physical measurements and safety 
procedures and a physician trained in the clinical application 
of isotopes. This training is available in classes run by the 
commission and by apprenticeship in approved functioning 
laboratories. 

The minimal physical apparatus necessary includes a 
scaling circuit, a Geiger-Muller counter preferably of the 
bismuth wall gamma counting type, a scintillation crystal of 
thallium actived sodium iodide and photo tube, storage 
facilities with lead bricks, long tongs and remote control 
pipettes, film badges and pocket ionization survey meter. 
Their total cost at present is about $3500. 

Since atomic piles are presently operating or under con- 
struction in many other countries it is presumed ¢that local 
controls and methods of allocation will be designated. 

Detailed information about United States methods may 
be obtained from the Isotopes Division, United States Atomic 
Energy Commission, Oak Ridge, Tennessee, U.S.A. 
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OBSERVATIONS ON OBSTRUCTED 
LABOUR 


KALYAN GHOSAL, M.B. (CAL.), D.R.C.0.G. (LOND.), 
F.R.F.P.S.G. 
Junior Visiting Obstetrician and Gynecologist, 
Nil Ratan Sarkar Medical School, Calcutta . 


Obstructed labour means a state where the delivery 
of the foetus per via naturales is obstructed, as a result 
of which the mother is long in labour; there is risk to 
both the mother and the foetus unless timely external 
help is rendered to effect the delivery. 

This unfortunate complication of childbirth is 
responsible for good many cases of maternal and foetal 
mortality and morbidity. Apart from immediate death 
and disability, various ailments both psychological and 
organic, especially those of the female generative tract 
follow as an attermath of obstructed labour. 

Majority of these complications can be prevented 

"by proper antenatal care and timely intervention. With 
these views in mind, some observations about the ob- 
structed labour cases were being recorded. 

Thirty-one cases of obstructed labour were persc- 
nally managed between the years 1945-1950 during the 
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author’s stay at the Sanctoria Hospital, Dishergarh, 
Burdwan, West Bengal. This is a general hospital 
owned by Messrs. Andrew Yule & Co., Ltd., and 
caters for the Ranigunj and neighbouring coal fields of 
Bihar. It is expected that a study of these cases 
should give a fairly representative idea of this compli- 
cation as found in the rural areas of West Bengal and 
adjoining parts of Bihar. Majority of the cases were 
Santhals and Koles. About a third of these cases came 
from the Bengali and Bihari population of the area. 
Of these only 4 belonged to middle class families, and 
the rest to the poorer labour classes. Tables 1 and 2 
have been prepared from histories of five typical cases. 
A study of the tables will show that all the cases were 
sent to hospital fairly long after the labour had started. 
Membranes were ruptured outside in all cases and the 
foetus was dead in Case 5 and apparently dead in the 
first four cases. All cases were interfered outside 
either with vaginal manipulations or premature exhi- 
bition of oxytocics or instrumentation. General condi- 
tion of the patients 1, 3 and 4 were unsatisfactory at 
the time of admission. 


Table 2 gives the preoperative, operative and post- 
operative managements of the cases together with the 
causes of obstruction as observed during examination 
by the author. 

The findings include clinical observations only. 
No bactericlogical or radiological examination was 
made. 

Condition of the Uterus on admission—Cases I, 
3 and 4 had tender uterus with retraction 
ring. The upper uterine segment was contracting, but 
relaxing incompletely and patients were experiencing 
pain after disappearance of a palpable contraction. 
In Case 2, the uterus was distended with foul smelling 
gas and was atonic. 

Details of the cases will be found in Tables 1 and 2. 


Discussion 


Causes of obstruction to the birth of the baby are 
classically divided into 

1. Causes in the foetus 

2. Causes in the maternal pelvis 

3. Causes in the uterus 


Perhaps the commonest cause is an undetected 
occipitoposterior presentation with or without a con- 
tracted maternal pelvis. Malrepresentations of the 
foetus as transverse lie, face or brow, complex and 
breech presentations may also cause obstruction. Dis- 
parity between the foetal head and maternal pelvis may 
be due to real contraction of the bony pelvis (inlet, 
midcavity or outlet) or a relatively big head (or hydro- 
cephalus). Management is straightforward in cases of 
gross pelvic contractions but doubt and difficulty arise 
in minor degrees of disproportion. Other causes of 
obstruction may be any space-occupying tumour in 
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Undecylenic Acid: 

an effective therapeutic 
agent against fungous 
infections of the skin 


The study of fungicidal principles in sweat led to the use of naturally occurring fatty acids 
in therapeutics 
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pelvis, or in the uterus or ovaries, a contraction ring 
in the uterus, uterine inertia, etc. 

The following is a statement of the presentations, 
positions of the foetus which were thought to be res- 
ponsible for causing the obstruction. 


Causes oF OBSTRUCTION 
(Total cases 31) 


Primigravida 16 Multigravida 15 
1. Unrecognised occipitoposterior 
with or without pelvic con- 
traction 8 eee 3 
2. Contracted pelvis with occi- 
pito-anterior position 
Inlet ... oo 


Outlet ... 2 nil 

3- Transverse lie— 
with inlet contraction I 

without contracted pelvis 

(clinical) I 

4- Breech i 

(with impacted after- 

coming head 5) 

5. Big head I 

6. Brow presentation nil 1 

7. Head with prolapsed hand nil 

8. Mentoposterior nil 1 

9. Contraction ring . nil 1 

16 15 


One case of big head with occiput posteriorly caus- 
ing obstruction has been included under primigravida 
(Case 1), because the patient though pregnant for the 
2nd time had an abortion at 2 months about 18 months 
ago, so virtually she was having the first full term 
labour. 

One patient had a heart disease with pregnancy 
(mitral regurgitation). Toxemia of pregnancy as evi- 
denced by blood pressure above 120 systolic and 80 
diastolic with oedema was present in 3 cases of primi- 
para and 1 case of multipara. One case A.B. (Case 1) 
was becoming violent, boisterous with mounting of 
blood pressure. Craniotomy was done. The patient 
did not have eclampsia. One case only developed 
postpartum eclamptic fits but was cured. 


MANAGEMENT 


Nearly all the cases were sent to hospital a long 
time after the onset of labour pains, rupture of mem- 
branes and unsuccessful manipulations outside. In 
this series only one case (big head with shoulder dystocia 
to be described below) was admitted from the beginning 
of labour. This together with another primipara with 
outlet contraction occipito-anterior presentation to be 
discussed below came to hospital with membranes 
intact. Vaginal manipulations with or without appli- 
cation of forceps were done always without anaesthesia 
in 5 cases of transverse presentation and in 19 other 
cases. Oxytocics were used in 3 cases prematurely 


outside (2 cases with quinine and one case 1 injection 
of ro units of pituitrin—the case of ruptured uterus to 
be discussed. 


OBSERVATIONS ON OBSTRUCTED LABOUR 


VOL. XXII NO. 9 
JUNE, 1953 


Problems of the management were many. Patients’ 
general condition in the majority of cases was unsatis- 
factory. The patients were anemic, dehydrated, with 
distended bladder. Excepting the two cases men- 
tioned above all were either potentially or frankly in- 
fected (high temperature, pulse rate, toxamia). 

In about 80 per cent cases preliminary resuscitative 
measures had to be adopted before any operative inter- 
ference could be done to relieve the uterus. These 
were— 

1. Sedatives—Where foetal heart sounds were 
absent morphine gr. } was used in all cases and re- 
peated in 1/6 gr. doses at intervals of 6 hrs. as neces- 
sary. 

In cases with weak or doubtful foetal heart 
sounds pethidine hydrochlor 100 mgm. was used as a 
first dose followed by 50 mgm. every 4 hrs. 

2. Fluids by mouth, plain water, glucose water, 
milk, tea were allowed to patients who had to wait 
long before operative interference was planned. 

3. Intravenous therapy: (i) Glucose, 25 per 
cent, 100 to 200 c.cs. repeated twice or thrice daily in 
cases who were not very low. 

(ii) In severe cases 5 per cent glucose in normal 
saline by continuous drip alternating with 5 per cent 
glucose in distilled water was used as long as patients’ 
general condition did not improve satisfactorily. The 
target of fluid intake was tried to be maintained 
between 5-6 pints in 24 hrs. 

No blood transfusion could be given in any case. 
Human plasma was used in two cases only. 


4. Management of bladder was a formidable 
problem in many cases where the presenting part was 
jammed in the pelvis. A rubber catheter was tried 
first, if necessary with pushing up the presenting part 
with fingers in the vagina. In 6 cases this attempt 
failed even under anathesia and the bladder had to be 
drained suprapubically. The puncture was made 
about 2$”—3” above the symphysis pubis. 

5. Bowels were emptied by only a single low 
enema. 


6. Combating infection: (a) Vaginal examina- 
tions were as few as possible with the safety of the 
mother and the foetus. Masks, sterile gowns and gloves 
were used always and the vulva and vagina were 
thoroughly cleaned with Dettcl. 

(b) Vulva was shaveel, 

(c) Mothers were asked not to touch the genitals 
with their hand. In toxic patients hands were tied. 

(d) Chemotherapy—Sulphonamides, mainly  sul- 
phadiazine and sulphamezathine were used in full 
therapeutic doses from the very beginning during the 
period 1945 to earlier part of 1947 with occasional 
administration of penicillin. The supply of penicillin 
then became plentiful, and in addition to sulphon- 
amides penicillin was liberally used. dose 


Initial 


GHOSAL 


was 100,000 units followed by 50,000 units 3-hourly 
of crystalline penicillin. Streptomycin was not used in 
any case. 

(e) Antitetanic and antigasgangrene sera—Two 
cases developed puerperal tetanus of which one died. 
Both had been interfered outside. Since then every 
case had A.T.S.—r1500 units I.M. as a_ prophylactic. 
In cases with foul smelling liquor amnii antigasgangrene 
serum was used in 20,000 unit doses—once or twice. 
Excepting the cases of tetanus, no case died of sepsis. 


A few words about the uterine behaviour in cases 
of obstruction will perhaps be not out of place here. 
This has been very aptly described by Jeffcote (1950). 
The following description is mainly based on his 
statements. 

The early reaction to an obstruction is an irritabi- 
lity of the uterus, i.e., the uterus contracts forcibly 
and more frequently giving exaggerated sensation of 
norma! labour pains. If the obstruction is not relieved, 
the uterus goes on contracting forcibly and there is 
more and more retraction as time goes on. The 
strongly contracting upper uterine segment is demar- 
cated from the lower segment by a boundary line 
which is called ‘Retraction or Bandl’s ring’ which 
ascends higher and higher as time goes on. Retraction 
ring could be detected in about 50 per cent of our cases. 
Recently White (1949) asserted that Bandl’s ring is 
not something visible or palpable as a ring. He sug- 
gests that the clinical demarcation between the con- 
tracted upper uterine segment and passively dilated 
lower uterine segment is caused by the distended and 
cedematous fundus of the bladder. In the series under 
discussion the ring seemed to persist even after success- 
ful drainage of the bladder (either by a catheter or 
suprapubically). No definite assertion can be made as 
the series of cases is too small. With increased retrac- 
tion there is more and more impairment of placental 
circulation with increasing risk to the foetus. 


At this stage patient complains of severe backache 
and is never free from pains which persist even after 


the passing away of a palpable contraction, Uterus 


becomes more tender as time goes on. 

If this stage is neglected, the thinned out lower 
uterine segment ultimately ruptures. The uterine rup- 
ture also occurs after injudicious attempts at manipula- 
tion and operative delivery without complete surgical 
anesthesia. In our series there was one case of rup- 
ture uterus after decapitation for transverse presenta- 
tion (to be stated below). Premature exhibition of oxy- 
tocics, e.g., quinine, ergot or pituitrin also encourage 
premature tonic uterine contraction which may lead to 
rupture of the uterus in presence of obstruction. In 
this series one case was admitted moribund with rup- 
tured uterus due to 10 units (1 c.c.) of pituitrin given 
to a 2-para in labour with contracted pelvis. Diagnosis 
was verified at postmortem, Oxytocics were also ad- 
ministered in two other cases where quinine was used 
but no rupture of uterus followed. 
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Constriction ring dystocia—This is a ring which 
develops spontaneously or following intrauterine mani- 
pulation or after administration of oxytocics in a hyper- 
tonic uterus. This grips the foetus tight and may itself 
cause obstruction. Common site is the junction between 
the two uterine segments but it may form anywhere in 
the uterus. Rudolph describes that this ring may 
occur in cervix as well and describes it as an atavism 
comparable to the physiological constriction in bicor- 
nuate uterus in lower animals. It produces abdominal 
pain and backache. The most certain diagnosis is by 
intrauterine palpation. The cervix hangs loose below 
the presenting part and may be pulled during a con- 
traction. This ring by itself does not lead to rupture 
of uterus unless hasty intrauterine manipulations are 
made. In the series under discussion constriction ring 
was palpated in one case only. 


OPERATIVE TREATMENT 


Operative ‘treatment was undertaken as soon as it 
was thought that the patient would stand the operation 
reasonably well. Patients whose general condition 
was fair were operated within half to one and a half 
hour of admission. Patients who were poor operative 
risks, who had incompletely dilated cervix or uterine 
inertia were closely watched and resuscitated and were 
operated when condition improved. Delay in_ these 
cases varied between 2 hours to 54 hours after admis- 
sion into the hospital. Time spent in the resuscitation 
gave good dividends as far as mother’s health was 
concerned. In an_ occipitotransverse presentation, 
who had failed forceps outside, forceps was applied to 
the head after rotation of the head. In this case a 
little risk was taken regarding one mother. F.H.S. 
was present before operation 150 p. m. The cervix 
was effaced and fully dilated. The baby was asphyxi- 
ated and was revived after about to minutes. A case 
of ruptured uterus admitted moribund could not be 
sufficiently revived and operated. 


Anesthesia—Choice of the anzsthesia was left to 
the anesthetists. Nitrous oxide, oxygen and ether were 
used in majority of cases. In two cases of forceps and 
one case of extraction of the aftercoming head (Case 5) 
pentothal sodium was used as an anesthetic agent. 


Types of operation of different variety of cases— 
t. Occipitoposterior—Craniotomy was done in 5 cases. 
The most difficult case was Case 1 in Tables 1 and 2. 
This patient had a transverse diameter of outlet of 
2}” only. The head was big, the uterus was vigorously 
contracting with ‘retraction ring’. After perforation 
and washing out the brain matter extreme difficulty was 
experienced to bring out the base of the skull. A wide 
episiotomy (mediolateral) was done and the head was 
brought out after basiotripsy. Mother stood the opera- 
tion fairly well. 

Forceps was applied in three cases, one of which 
was a failed forceps outside as mentioned above. One 
baby was lost due to white asphyxia. 


— 368 — 
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2. Contracted pelvis with occipito-antesior pre- 
sentation—Inlet contraction was definitely ‘to 
present in one case only where the head was floati:.: 
above the brim. The sacral promontory was e2:! + 
reached with fingers and measure! 4” wily (which 
shows conjujyate vera to be approximately 3}” or 3}”. 
Patient was in labour with membranes ruptured aoJ 
cord prolapsed for 47 hours and fata! heart sound wes 
inaudible. A craniotomy was done. Other cays hal 
possibly inlet contraction, but as they coul] not he 
checked, they have been excluded from the group. 


3. Outlet contraction—Two caccs were seen with 
definite outlet contraction (narruw subpubic an,zle and 
transverse diameter of outlet). One of these cises was 
a primigravida with muitral leart disease. After being 
in labour for 36 hours she started cardiac fai'ure. 
Cervix was neatly fully dilated and a cranivte™.+; was 
done. Cardiac failure progressel and she bid acute 
dilatation of stmach and died afier two days. Tho 
second case was a primigravida «ith toxemia pre- 
mature rupture «f membranes. Head was rot 
gaged at the time of admission. A snggesiion of 
cesarian section was tuned down by relatives. Afie: 
54 hours of labour, forceps could be applic: after cpi- 
siotomy and a living baby was bor. 

4. Transverse lie—Severn cases, twe primigravicle: 
and rest multigravila were enccunterc!. 

Decapitation w2s done in 5 cases aml | 
version in two cases. In the vers‘un cases breech wus 
brought down. One baby died of asphyxia. 

One is terspted to nwntion a paiticulaily difficult 
case of decapitation. 

Patient, a Kol woman aged 18, primipara, cae 
with hand prolapsed after a rupture of menibraae 
3 hours before. Uteius contractiny and relaxin: well. 
F.H.S. present, regular, 135 p. in.; B.P.—122/84 mua. 
of Hg. External conjugate .liameter was 0j”. Sub- 
pubic angle wide, no contraction in the outlet. No 
evidence of rickets was present. Considering the 
narrow anteroposterior diametcr of inlet a lower seg- 
ment ca#sarian section was advised and refused. l’stient 
was taken away from the hospital for a day. to core 
back again with a contracte.! uterus. prolapsed han«d 
which was cedematous and abseat F.H.S. Abdomin:! 
operation was again refused and a decep‘tation force] 
upon. Trunk was brought out easily but the heal 
kept on slipping away. It was caught with Lion's 
forceps, even then a cranivciony could not be donc. 
A midwifery forceps was thea applied over the Lion's 
forceps, decapitation was done. Base of the skull could 
not be brought out by conjugate diametcr and had to 
be negotiated with difficulty through the iransverse 
diameter of the inlet. Maternal soft parts weie 
considerably injured but healed well after stitchiny. 
The mother made uneventful recovery. The baby was 
5 Ibs. 12 oz. in weight (heal and trunk). 

5. Breech—Three cases of which 2 were primi- 
pare and one multipasa. In one case breech was big 
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impacied. Groin traction ivllowed by difficult 
extraction of the head was done fur a big baby (7 lb. 
7 02.) which was dead before. The second case with 
exienced legs was delivered with a living baby after 
episictomy. The mnitipara had an impacted after- 
coming head when she caine to the hospital (Case 5). 
Extiaction was easy with pentothal anesthesia. 

6. Big head—Two cases were encountered. The 
first in a primipara, floating above the brim. Vaginal 
e\mination revealed wicle sutuve lines and a big head 
(hydrocephalus). erforated. A little discussion is 
cess ry for the multipara case with big baby. 

I’\tient, 6th gravida, 2nd and 5th were breech pre- 
svatutions of which 5th had extended legs and arms 
with haby weight of 9 tb. 12 oz., confined by another 
3 years ago. 

The abdomen was undily large at term. X-ray 
revee'cd a big foetus, birth head down and no cephalo- 
pelvic disproportion. Mother allowed to go into labour 
normally. After « labour of g hours the head was 
boin naturally. Dificutty arose with the shoulder. 
It was not born naturally. Anesthesia was given, and 
atlcinpt made to ro‘a‘e the shoulder manually—failed. 
Repeat.d attempts at it failed, ultimately bilateral 
cleidxtomy was done and shoulders extracted with 
proloncd cadeavour, Mother had a lax perineum, 
hence episiotomy was not done. She had a complete 
perineal tear which was repaired aud healed well. 
Baby wes white with asphyxia. Weight 11 lb. 12 oz. 

7. Brow presentation—came as a failed forceps 
case. A craniotony was done. 

8. Head with prolapsed hand—caine after failure 
of forceps— ran ‘otomy. 

©. Mexutopost.rior—came after attempts at for- 
ceps. It was Jeft mentoposterior jammed, coull] not be 
rotated cither {c1 vards or backwards Craniotomy was 
don>. Mother died of shock, 

10. Contraction ring--was felt only in one case. 
Ch'oreform failed to relieve the ring. After waiting 
for 2 hours the ring seemed a liitle loose. Craniotomy 
with very geatlc extraction of the head was done. 

One case d'ed undelivered. She was a 2-para with 
premature stillbirth before. Abdomen was _ tense, 
F.H.S. not audible, patient moribund and died 
aficc 2} hours. Autopsy revealed a generally contrac- 
ted pelvis with ruptured lower uterine segment. 


Post-OPzRATIVE COMPLICATIONS : 

Postpartum haemorrhage occurred in majority of 
cas’s. Two cases needed manual removal of placenta. 
Both died. At that time another was not bold enough 
to give intravenous ergometrine or I. M. pituitrin with 
placenta inside. Bleeding was controlled in those cases 
after manual removal of placenta by hot vaginal 
douches and prolonged bimanual compression of uterus. 
No blood transfusion could be given and both patients 
died of shock. 

Sef-sis— Patients had varying amount of sepsis dur- 
ing puerperium. One case hal pyometra which was 
cured with drainage and chemotherapy. 
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Ruptured uterus—One case admitted moribund as 
described above. The other case had rupture after de- 
capitation. She developed shock and died after 13 
hours. A postmortem showed an irregular tear in the 
left lateral wall of uterus about 2}” long. A big hema- 
toma had collected within the left broad ligament. 


Lacerations were stitched. Episiotomy was done 
in all primipare with forceps and in difficult cranio- 
tomy cases. One case with shoulder dystocia had a 
complete perineal tear which healed well after suture. 

Post-operative distension—was troublesome in 
some cases. Flatus tube, morphia gr. 1/6 every 6 
hours, gastric suction helped all the cases. One case 
died of gastric dilatation and cardiac failure. 

Fistula—A self-retaining catheter with bladder 
washes with 1 in 3000 acriflavine twice daily was used 
in all cases of prolonged compression of bladder base. 
No case developed postoperative fistula. 

Retention of urine—Postural manipulations, hot 
bag on abdomen were tried first. Catheter 8 hourly 
passed in resistant cases with aseptic precautions. 

Tetanus—Two cases developed tetanus in puerpe- 
rium. One died. The other improved with the anti- 
serum which was given both intravenously and intra- 
muscularly. Patient was kept under heavy sedation. 

Deatus. 1. Ruptured uterus—two cases. 2. Post- 
partum hemorrhage—two cases. 3. Puerperal tetanus 
—one case. 4. Shock following craniotomy in a case 
with mitral lesion—one case. 5. Shock following cranio- 
tomy for mentoposterior—one case. Total—7 cases. 


Nearly all the complications are preventable with 
proper antenatal care and early detection of the abnor- 
malities during labour. Many of the patients could 
not be sent to hospital early due to either transpert 
difficulties or reluctant relatives who wanted something 
to be done at home. Operative interference had to be 
delayed due to low general condition of the patients 
who were anzmic, illnourished, dehydrated and had to 
be resuscitated before any operative help could be ren- 
dered. Many of them stood the operation badly and 
blood transfusion which is of vital importance to post- 
operative treatment of shock and blood Icss was not 
available and one had to be dependant on intravenous 
saline with glucose. A combined endeavour from all 
sources need to be made to improve the results. 


SUMMARY 
1. Some cases of obstructed labcur have been 
presented. 
2. Importance of proper antenatal care and early 


diagnosis of abnormalities are stressed. 

3. Premature administration of oxytocics and in- 
judicious manipulations are discouraged. 

4. Improvement of transport facilities and educa- 
tion of patients and relatives stressed upon so that they 
can seek help without delay. 
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CASE NOTES 
DYSGERMINOMA OVARII 
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Dysgerminoma is the name given by Robert Meyer 
in 1931 to a rare ovarian tumour, first described in 1911 
by Chenot under the name ‘‘Seminome de |’ovaire’’. 
Meyer suggested the name ‘‘disgerminoma’’ (dis—two, 
germinoma—tumour of gonad) because the same tumour 
originates from the male and from the female gcnad. 
In the male the same tumour was first described by 
Chevassu in 1906. As it became more widely believed 
that the histogenesis of this tumour is dysgerminal, i.e., 
from indifferent cells of the undifferentiated stage of 
gonadal development which stray away from the main 
stream of germinal development in gonads which later 
become ovaries or testes and remain dormant for years, 
the name was slightly changed to ‘‘dysgerminoma’’, a 
term which is generally adopted to-day. 

Two cases are recorded here because of the rarity 
of the condition, and especially because the Indian 
literature contains scanty reference to the subject. 
Curiously enough these two cases came under the care 
of one cf us within a period of three and half months. 


Case Reports 


Case 1—A. R., a nulliparous married woman, 20 years 
of age, was first seen on 8-2-51. She notioag a lump in the 
lower abdomen for the first time about a mopth and half 
ago. It was painless at the beginning but simce about a 
week she complained of some abdominal pain and discom- 
fort. Menarche at 14 years. Periods wege regular with 
3-4/28 days cycle but scanty flow. dLast menstruation 10 
days ago, lasted for 3 days with the usual amount of loss. 


i 
+ 3 


She suffered from typhoid fever ro years ago. On exami- 
nation she was found to be of average build. slightly anemic: 
the breasts and the external genitalia normally developed; 
pubic hair of feminine distribution; no hirsuitism and no en- 
largement of clitoris 

A firm solid tumour was found to arise from the pelvis 
and extend up to the level of the umbilicus, occupying the 
middle of the lower abdomen, smooth surface, tender, margins 
well-defined but mobility greatly restricted. There was no 
clinical evidence of free fluid in the peritoneal cavity. The 
tumour was dull on percussion and silent on auscultation. 


Her heart and lungs were normal. There was no evidence 
of pleural effusion clinically nor radiologically. 


Bimanually the wterus was found to be small and lying 
backward, behind the tumour. The appendages could not be 
clearly identified, 

Clinical diagnosis of solid ovarian tumour with the possi- 
bility of dysgerminoma ovarii was made and the patient was 
admitted in hospital on 15-2-51 for operation. During this 
interval of 7 days the tumour increased in size and extended 
to 2 fingers’ breadth above the umbilicus. It became very 
tender and was causing constant pain. 

Laparotomy done on 20-2-51 revealed some straw colour- 
ed free fluid in the peritoneal cavity and qa solid tumour 
arising from the left ovary. There was no torsion of the 
pedicle and no adhesion. The capsule of the tumour was 
intact but there were numerous areas of subcapsular hemor- 
The uterus was slightly smaller in size. The right 
No 


rhage. 
ovary and the uterine tubes were normal in appearance. 
metastases were found. 

As the capsule was intact and no metastases were found 
conservative treatment was decided upon. The tumour was 
removed along with the left tube in the usual way, The 
left infundibulopelvic ligament was found to be greatly thick- 
ened, infiltrated and the walls of the contained vessels friable 


About 1o hours after the operation the patient began to 
show signs of cardiac failure and died after 2 hours. No 
autopsy was permitted. 

The tumour measured 8” x6"x4” with slightly 
nodular external surface. It had a smooth and firm capsule. 
The tumour had a typical “‘rubbery’’ consistency. The cut 
surface was grayish yellow, homogeneous in consistency, with 
several areas of degeneration and haemorrhage. 


Section showed areas of large, round, ovoid and poly- 
gonal cells with abundant clear and very pale staining cyto- 
plasm, and large round and comparatively deeper staining 
nucleus and a fair number of mitotic figures. Groups of cells 
were separated by fibrous septa which showed areas of hyalini- 
zation and lymphocytic infiltration. The section showed 
marked cellularity with very little connective tissue. Exten- 
sive degeneration marked the picture and there were a few 
symplasmic giant cells (Fig. 1, vide Plate). Tissues from six 
different areas were sectioned and only two showed non- 
degenerated areas giving the picture described above. 

Case 2—M. K., a prepubertal school girl, aged 13 years, 
was first seen on 30-5-51. She noticed a gradually increasing 
swelling of the lower abdomen for one year. The rate of 
growth has been rather rapid for the last three months. It 
was painless before but for the last 3 months she has been 
complaining of some pain over the swelling. About 6 months 
ago she had acute retention of urine and the bladder had to 
be emptied by catheter for 3 days, after which she could pass 
urine naturally 
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General health was normal, but there was no sign of 
puberty. 

A firm solid tumour was found arising out of the pelvis 
and extending to 3 fingers’ breadth above the umbilicus. Its 
surface was slightly nodular and its mobility was restricted. 
There was no evidence of free fluid in either the peritoneal o: 
the pleural cavity. 

Rectal examination revealed a Lypoplastic uterus lying 
behind the tumour—appendages not clearly definable. 

With the provisional diagnosis of solid ovarian tumour, 
most probably dysgerminoma, the patient was admitted in 
hospital on 2-6-5: and laparotomy, done on 4-6-51, revealed 
a small amount of free fluid of yellowish colour in the peri- 
toneal cavity. A kidney-shaped solid tumour was fouad aris 
ing from the right ovary. The capsule of the tumour was 
intact and there were several areas of subcapsular haemor- 
rhage. The right uterine tube was greatly elongated and 
stretched over the tumour. The pedicle was broad but twist- 
ed one full turn. There were no adhesions and no meta- 
stases. The tumour together with the right tube was re- 
moved. The left ovary was hypoplastic and measured 
i”xi"x 2". The uterus was also undersized considering 
her age and measured only 13” x 1” x 3”. 

The patient made an uneventful recovery and was dis- 
charged on the roth post-operative day, soundly healed. She 
was last seen on 312-51 and was perfectly well. 

The tumour measured 10°x7%x4” with slightly 
nodular external surface, smooth, firm apd intact capsule 
Rubbery in consistency, cut-surface homogeneously grayish 
with areas of hemorrhage and cystic degeneration bounded 
by ragged walls. Sections showed the typical appeariace of 
dysgerminoma. These sections were also characterised py 
areas of marked cellularity interspersed in wide areas of de- 
generation and hemorrhage (Fig. 2, vide Pilate). 


DISCUSSION 


The anlage of the sex gland, either testis or ovary 
as the case may be, appears as an area of thickened 
epithelium on the ventrimedial aspect of the meso- 
nephros (wolffian body) in the fifth week of foetal life. 
Up to the seventh week the genita) gland possesses no 
differentiating features and it is impossible to deter- 
mine from histological examination whether the ep'the- 
lial mass.is to be a testis or an ovary. Some ceils of 
the gonad at this undifferentiated phase stray away and 
remain as rests, and Meyer (1931) believes that these 
cell-rests constitute the origin of dysgerminoma. This 
theory of the origin of dysgerminoma explains the hor- 
monically inertness of this tumour, its origin being trom 
cells befcre they were tinctured with either male or 
female attributes. It also explains the occurrence of 
this tumour in ovary as well as in testis. Meyer's 
theory of the histogenesis of dysgerminoma is supported 
by Novak and Grey (1936) and Novak (1948). 

There are other views regarding the origin of dys- 
germinoma. Meigs (1934), Ewing (1940), Teilum 
(1944) and Santesson (1947) believe that dysgermino- 
mata arise as a unilateral development of teratomata. 
The association of dysgerminoma and teratoma has 
occasionally been noted in literature (Novak, 1947: 
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Chalmers, 1950; and Kiopper, 1951). It has also 
been suggested that it is ceived from ovarian 
mesenchyme (Barzilai, 1934: Spencer and Reel, 1947); 
from the testicular remnants (Hoche, 1930; Willis, 17.42) 
and from embryonal rests along the course of the mil- 
lerian ducts (Schiller, 1934). 

It is pre-eminently a tumour of carly life. Of the 
two cases recorded here one was a pre-pubetty girl of 
13 years and another a young a/lolescent of 20. 

It is generally believed that dysgerminoma occurs 
in individuals with sunormal gonadal developnent or 
in pseudo-hermaphrodites as the earlier cases of Mcyer 
(1931) happened to be so. But as cases have accumn- 
lated it has become more than apparent that it may 
occur in ostensibly normal women. In the present two 
cases, the uterus was slightly smaller in Case 1, but the 
uninvolved ovary, the tube were normally developed, 
whereas in Case 2, the uterus and the uninvolved ovary 
were small. The developmental abnorinalities may 
therefore be of various types and grades. 


The first evidence of its presence, as usual, was ihe 
detection of a mass in the lower abdomen in both the 
cases with no characteristic effect on inenstruation. 
Dysgerminoma however often occurs in women amenor- 
rhoeic as a result of gonaclal deficiency. 


Most authorities believe the tumour to be uncoubt- 
edly malignant and Novak (1948) quotes a recucrence 
rate of 20 to 25 per cent. The malignancy, however, 
varies in individual cases. The degree of malignancy ‘s 
certainly less than the common types of primary cvarias 
carcinomata and cure has often followed simple r = val 
of the adnexa of the affected side. When the tumour 
is well encapsulated, the prognosis is ‘~ general good, 
but in the infiltrating variety the outlook is very 
unfavourable. 


Surgical treatment is always advisa'e, but there 
is no unanimity of opinion as to the extent of 
operation and also of the value of radiotherapy. 
In the case of young patients with well-encap slate: 
unilateral tumour, it is generally agreed that the treat- 
ment should be conservative consisting of uni ateral 
salpingo-oophorectomy. Careful follow-up should be 
carried out when this plan is followed and radical e,»era- 
tion should be resorted to in case of any evidence of 
recurrence. In the case of elderly patients total hyster. 
ectomy with bilateral salpinzo-oophorectomy is Gone. 
When the tumour is of the infi'trating variety radical 
removal of the pelvic organs is indicated and this 
should be followed by deep x-ray therapy in spite of 
the divergent views of different authors as to the radic- 
sensitivity of the tumour. 


SUMMARY 


Two cases of dysgerminoma ovarii are described 
both occurring in apparently normal young individuals, 
but in both there was evidence of underdevelopment oi 


the genita] organs. 
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RIGHT-SIDED SPONTANEOUS 
PNEUMOTHORAX COMPLICATING 
THERAPEUTIC PNEUMOPERITONEUM 


V. R. VAID, (PuNyAB) 
Senior Medical Of.-cr, Tubercuiosis Hospital, 
Che'ru (Dist. Kaxgra), Punjah 


The artificial pmeumoperitoneum treatment in 
pulmonary tuberculosis is again gaining momentum 
after a lapse of few ycars. Its wide use justifies the 
increise in number of reports on ifs complications. 
Oat of other com licatoxs spontancous pneumothorax - 
is ove. So far more than 20 cases have becn reported 
in the liierature by vatious writers. Out of these, only 
two cases were fatal (Smith, 1943 and Yaunitelli, 
1949). Th2 preent report is of a non-tatal spontane 
ous pneurn:iorax occurring twice in the course of 
therapeutic pneunoreritoncam. 


Case Revort 
HT. Jemale, 20 years. admitted in Tuberculusis 
Heopital, Chetrva, Punjab, on 0-8-1951. Before adn ission, 
she had 25 gm ‘of stieytomycin. The pcsumoperitoneum 


was started while sh» was at Ampitiar in July, 1957. 
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~ Right-sided Spontaneous Pneumothorax Complwating Therapeutic: Pneamoperitoneum. 
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On her admission to the hospital, p perit re- 
fills were continued at weekly intervals, usually with high 
sitive pressures ranging between + 12 and + 14. Clinical 
condition being good, maximum temperature being 99°-8F. 
ind sputum being positive for A. F. B. 

Skiagram taken on 3-9-1951, showed bilateral pulmonary 
tuberculosis. Right—upper and middle zone showed dense 
patchy opacities with an area of radiolucency in the infra- 
clavicular zone, Left—upper zone showed dense patchy opa- 
cities. The rise of both the domes of the diaphragm witb 
pneumoperitoneum was quite good. 

With pneumoperitoneum treatment, she was showing im- 
provement in general condition. Her weight increased by 12 
(bs. in two months. B. S. R. showed gradual decline from 
;o mm. to 5 mm., per hour. The amount of pneumoperito- 
neum was increased to goo c.c. every week. A  skiagram 
Fig. 1, vide Plate) was taken on 6-11-51. 


In December, 1951, a skiagram in lordotic view was 
taken to locate the position of cavity under the clavicle. 
Ihe skiagram showed a bleb (Fig. 2, vide Plate) over the 
right diaphragm but no attention was given to it at that 
time. She got her usual refill 900 c. c. on 17-12-1951. On 
the morning of 21-12-1951, while straining for defxcation, 
she felt a stabbing pain on the right side with dyspnoea and 
pallor. Clinically, there were signs of spontaneous pneumo- 
thorax, confirmed on screen examination, which showed that 
the level of the diaphragm which was at the 3rd rib ante- 
vierly has come down to the 5th rib anteriorly, on both 
some air under the diaphragm. 


ides there was. still 
she was immediately put for aspiration of air. 1000 c. c. 
of air was aspirated from the pleural cavity, the initial 


pressure being + 2 and + 7 and final pressure — 6 and — 3. 
Next day the patient was again screened; a fluid was seen 
ia pleural cavity, there being no air in the abdominal cavity. 
About 100 c. c. of fluid was aspirated. It was clear fluid 
and on culture no tubercle bacilli could be demonstrated. 
N-ray on 25-12-51 showed the lung completely expanded 
with no air left in the abdominal cavity. 


No refills were given for one month. As the patient was 
ill positive for A. F. B., pneumoperitoneum was started 
again on 29-1-1952. Refills were slowly increased, 900 c. c. 
every week as before. Routine x-ray taken on 19-3-1952 
:howed good rise of the diaphragm on both sides, upto 4th 
1.6 anteriorly. There was seen a radiolucent bullous bleb 
\Vig. 3, vide Plate) under the diaphragm, at the same 
"ace as in lordotic view taken on 13-12-1951, prior to spon- 
taneous pneumothorax. She got her refill on 24-3-52 upto 
oo c.c. with almost similar high intraperitoneal pressures 
(4 27-3-§2, at about 4 p.m. after her afternoon nap, the 
j atient got up with pain (right side) and dyspnoea. 
Clinically, there were again signs of spontaneous pneu- 
rothorax. She was screened and it was found that spontane- 
cus pneumothorax developed along with fluid formation. 700 
«. c. of air was withdrawn with initial pressure + 2, + 6, 
‘' final pressure being — 10, — 2. Next day, another 500 
c. c. of air was withdrawn. Because of fluid formation tho- 
:acoscopy could not be undertaken. On subsequent screen 
‘\amination, no air in abdominal cavity could be seen, but 
\,id in the pleural cavity persisted. It was taken out for 
«\amination. It was clear, no tubercle bacilli could be de- 
onstrated on cultural examination. Repeated aspirations of 
{uid were done twice weekly, each time 200 to 300 c. c. of 
uid being taken out. Clinically, the patient showed no rise 
. température with development of fluid. On the other 
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hand, her sputum became negative for A. F. B. (on con- 
centration method of examination of the gastric washings). 
B. S. R. remaining constant, and the patient not showing 
any dyspnoea, it was decided to convert the spontaneous 
pneumothorax into therapeutic pneumothorax, at the end 
of April, 1952, when the fluid had absorbed. The patient is 
still in the hospital and is having A. P. refills at weekly 
intervals upto 300 c.c. with good negative pressures. A few 
adhesions are seen in the upper portion of thoracic cavity. 


DISCUSSION 


Regarding the pathology of this condition, there 
are different opinions put forward by various writers. 
Anderson and Winn (1945) attributed it to the tuber- 
culous ulceration of the diaphragm. Banyai and 
Jurgens (1940), believed that air tracked into mediasti- 
num via anatomical openings, such as aortic and 
cesophageal hiatuses, causing mediastinal emphysema 
and subsequent rapture of air into the pleural cavity. 
This theory does not explain the occurrence of sponta- 
neous pneumothorax only on right side in every non- 
fatal case reported in recent years in literature. 
Secondly, there is no emphysema in the reported cases. 


The other view put forward by Mithohelle (1947) 
is the rupture of the diaphragm. This view is widely 
held by various writers in the recorded reports of the 
cases. The thoracoscopic examination as reported by 
them showed evidence of rupture of the diaphragm. 
Repa and Jacobson (1951) saw a posterolateral _ slit- 
like opening in the diaphragm. In Wynn William's 
case, a bright red area was seen in the diaphragm, an- 
terolateral to the vertebral column. A lesion suggest- 
ing organising blood clot was seen in the reported case 
of Spencer Jones and Yuill. In the case mentioned by 
Nozzoli, Epstein and Molner a rising endopleural pres- 
sure was recorded in the manometer of pneumothorax 
apparatus, when pneumoperitoneum was given experi- 
mentally on the next day of the occurrence of sponta- 


‘neous pneumothorax showing thereby the opening be- 


tween the peritoneal cavity and pleural cavity. On 
thoracoscopic examination, Laird (1945) has recorded, 
the occurrence of blebs protruding into the pleural 
cavity during pneumoperitoneum treatment and he has 
expressed this view that their rupture may lead to pneu- 
mothorax. While doing pneumolysis Dr. J. Hallam 
Cope, also noticed a large bleb on diaphragmatic pleural 
surface in a case who got spontaneous pneumothorax 
after therapeutic pneumoperitoneum treatment. Its 
size varied with each respiration depending upon the 
intra-abdominal pressure. 

These blebs (Ross and Fabre, 1951) may represent 
the herniation of the peritoneum through a diaphrag- 
matic defect, resulting in a pneumocele, beneath 
the diaphragmatic pleura. This then is a potential 
source of spontaneous pneumothorax, merely requir- 
ing sufficient increase in the intra-abdominal pressure 
to rupture these blebs. (The report of the present case 


points to this possibility). 
As to the question why the spontaneous pneumo- 
thorax occurred in most of 


the cases (non-fatal 
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cases) on the right side. The view put forward by 
Ross and Fabre (loc. cit.) seems to be convincing, 
depending mainly upon the following two factors: 

(1) The presence of diaphragmatic defect usually 
embryological, through the foramen of Morgagni. 
noticed on the right side (Harington, 1948). This is a 
potential source of herniation, with hernial sac of peri- 
toneum. Because of the liver on the right side, there 
is no constant strain or wedging in of the intra-abdo- 
minal contents against these defects whereas, if the con- 
genital defect is on the left side, it is constantly being 
wedged in by omentum, and intestines, thereby enlarg- 
ing these defects and may prove fatal even on induc- 
tion of pneumoperitoneum. 


(2) Secondly, when the liver and the diaphragm 
are separated on pneumoperitoneum treatment, the right 
dome of the diaphragm, is put under great stress, which 
ultimately causes rupture of defective air sacs or blebs, 
under high intraperitoneal pressures. 

As regards phrenic crush, it plays no significant part 
because it is being done as frequently on the left gide as 
on the right. It strikes the mind, after reviewing all the 
cases on record as to why all the cases so far reported 
are non-fatal? It is definitely attributed to the size of 
the embryological defect (Ross and Fabre). Larger de- 
fects would produce early appearance of spontaneous 
pneumothorax. It may even appear on primary jn- 
duction of pneumoperitoneum. But, only the smaller 
defects could become evident clinically, when excegsive 
intra-abdominal pressures were present (more than usual 
as in pneumoperitoneum) such as on strainjng for defx- 
cation (in the present case) or intractable cough. 


In most of the cases on record, spoptanegus pneu- 
mothorax occurred with loss of abdominal air in pneu- 
moperitoneum cases. It is also obviogs that once air 
has made its way from peritoneal cavity to the pleural 
cavity, it will do so again in the majority of cases. 

In the present case, the spontageoys pneumothorax 
is being continued as therapeutic pgeumothorax, with 
the result that the sputum became negative for A. F. B. 


SUMMARY 


A case is reported of spgntaneous pneumothorax 
(right-sided) occurring twice im the course of therapeutic 
pneumoperitoneum. The gause is attributed to the 
rupture of blebs resulting in herniation of peritoneum 
through the diaphragm. 
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HOMOGENOUS BONEGRAFT 


K. S. BOSE, m.s., 


Hon. Jr. Visiting Surgeon, Fracture & Orthopaedic Dept. 
Medical College Hospitals, Calcutta, 


Macewen (1880) first successfully used homogen- 
ous bonegraft to bridge a defect about 5” in the shaft 
of the humerus of a boy suffering from osteomyelitis. 
But such grafting fell into disfavour when in 1911 
Albee introduced and advocated open reduction of 
fractures with grafts. Most of the grafts commonly used 
are autogenous though Macewan’s grafts were 5 small 
pieces from 5 patients. If proper quantity and qua- 
lity of autogenous bone is not available grafts have to 
be taken from donors. By different methods of pre- 
servation, grafts from denors can be stored and used 
whep necessary. The following case report is that of 
a successful homogenous bonegraft in an established 
case of non-union of fracture of the shaft of the 
humerus in a boy aged 9 years. The graft was taken 
from another patient who had the autogenous bone- 
graft a few days previously and the excess graft was 
autoclaved and preserved. 


Case Report 


A Hindu male child (M. D.) of good general health sus- 
tained fractures of the shaft of the left humerus in September, 
1947. For two months he was treated outside in a moffusil 
hospital and then attended the orthopedic department. The 
fracture was reduced under screen and plastered in abduction 
position and maintained for two months without any union. 
Open reduction was done on 1-9-48. After plaster 
immobilisation for five months the x-ray examination 
revealed established non-union (Fig. 1). He was re- 
admitted on 19-2-49 and operated on -27-4-49. During opera- 
tion the bone ends were curetted till they bled, the medullary 
canal on either side opened and the fragments manipulated in 
position. The autoclaved and preserved bonegraft mentioned 
above was cut to proper size and fixed by 4 vitallum Sher- 
man’s screws as onlay graft. The wound was closed and the 
arm put in abduction plaster jacket. X-ray on 20-2-50 
showed union of fracture with incorporation of the graft 
(Fig. 2) and the final x-ray on 17-3-50 demonstrated com- 
plete bony consolidation (Fig. 3). There was no necrosis of 
the graft which was incorporated in the callus. The boy has 
now a completely useful limb. ~ 


DISCUSSION 


Bonegrafts serve the dual purpose of internal 
splintage and as a scaffolding for osteogenesis. Ac- 
cording to Key (1934) the formation of new bone de- 
pends on the absorption of calcium and other salts 
from the transplant i.e., graft supplies a local surcharge 
of calcium. If the graft is autoclaved it loses all 
living properties but serves as a strong internal splin- 
tage plus local depot of calcium salts. The graft is 
taken up by creeping substitution. No necrosis was 
observed in our case in the subsequent x-ray plates. 
This is a very significant fact and proved that the graft 
though autoclaved behaved as preserved living grafts. 
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The advantage of a homogenous graft is that operating 


time is lessened with less shock to patients. The 
method is also suitable for children, where spfficient 
length of autogenous bone cannot taken. The 


question of transmission of disease hawe been qliinated | 
by autoclaving. Even in living bone gfmfts such as 
obtained from established bone banks (@#here preser- 
vation is by freeze or Merthiolate methods), determi- 
nation of blood groups is not essential as is the experi- 
ence of Leonard Bush (1947) and Alberto (1942). 

Wilson (1947) proved that if bone was preserved 
by deep freeze methods at temperature up to 20°F. 
the average period of preservation was 42 days. Refri- 
gerated bone is preserved in fresh state and the process 
of invasion, resorption and transformation takes place 
more early than boiled or dried bone in which organic 
elements are dried and coagulated. 

This case is worth reporting as it stresses the neces- 
sity of establishing bone banks in latge hospitals. 

SUMMARY 

A case of homogenous bonegraft in a child of 9 
years with ununited fracture of the shaft of the humerus 
is presented. 

The graft was autoclaved before use. Graft was 
taken up by creeping substitution and union was sound 
after operation. 
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MALFORMATION OF UTERUS 
SATYABRATA SAHA, 


Late Senior House Surgeon, 
Department of Obstetrics & Gynecology, 
Calcutta National Medical College 


Congenital or acquired malformations of the uterus 
are now and then met with in the clinical practice of 
the gynzcological and obstetrical wards of a general 
hospital. Many women possessing such malformed 
uteri are alsc found to carry one or more pregnancies 
to successful termination. It is of course true that 
many cases of various malformations of the uterus are 
not reported in the literature, and also that a still 
larger number of such cases go about without ever 
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being detected. The uterus being reported about had 
featufes apparently not covered by text-book descrip- 
tions of common anomalies. 


Case REPporT 


Patient S. B. D., Hindu, female, aged 40, was admitted 
on 13-6-52 in the C. M. S. Hospital complaining of vaginal 
bleeding off and on for 2 months, and generalised swelling 
for 15 days. The patient said that she was having a vaginal 
bleeding which would fluctuate in amount with occasional 
exacerbations but that it had never left her for the last 
2 months although it had started apparently as an ordinary 
menstrual phase. The bleeding had, however, much increased 
for the last 15 days and she was, therefore, laid up in bed. 
She had a similar bout of bleeding about 3 years back but 
that was much less in amount and of shorter duration, and 
it had stopped spontaneously. 

Menstrual history—Menarche at 13 years. Periods were 
regular with 4/28 days cycle before, which had of late 
gradually become 10/30 days. There were increased losses 
recently, but no clots nor pain or any other abnormality. 

Obstetric history—2 children; both full-term, healthy 
normal childbirth; both alive, younger aged 26 years. No 
other pregnancies. Widow for 20 years. 

On examination, she was an adult woman aged about 40, 
of average build, pale with general anasarca and puffy face. 
She was dyspna@ic with slight cyanosis of lips, ear-lobes 
and finger tips. There was well marked anemia, moderate 
cedema (specially in the lower extremities), moist but glazed 
tongue, healthy gums and no jaundice; hemic murmur with 
no other abnormality in the heart and the lungs. Liver and 
spleen—not palpable, pulse 120 p. m. with small volume and 
low tension. Respiration 34 p. m., laboured breathing; 
temperature go°-2F.; blood pressure 90/65 mm. of mercury. 
‘Bowels had not moved for 2 days. The patient's condition 
was too serious to be subjected to a thorough gynecological 
examination. A gentle examination with a Cusco bivalve 
speculum revealed a bleeding small cervical polyp. A firm 
vaginal gauze-plug promptly stopped the bleeding 

Besides this vaginal plug to stop the bleeding, she was, 
on admission, given morphine grain } with atropine sulphate, 
grain 1/1oo intramuscularly followed by 100 c.c. of 25 per 
She was put on oxygen inhalation and 
also given 540 c.c. of Plasmosan by intravenous drip at 
60 drops per minute Cardiazol, 1 c.c. 1.M., 4-hourly. The 
patient was kept warm with blankets and the foot-end of the 
bed was raised 12 inches. The bleeding was found to have 
stopped completely when the plug was removed the next day. 

Blood examination, on admission showed: R.B.C.— 
1-2 million per c.mm.; W.B.C.—5280/c.mm. with poly 
73 per cent, mono. 2 per cent; lympho. 20 per cent and 
eosino. 5 per cent. The blood film showed poikilocytosis 
and anisocytosis with dimorphic character of the R.B.C.'s. 
A few nucleated R.B.C.’s were present. Urine and stool 
examinations showed nothing abnormal 


cent glucose solution. 


The patient was put on good nourishing diet and anti- 
anemic treatment with ferrous iron (gr. iv, t.d.p.c.), injections 
of liver extract with vitamins B and C, and multivitamin 
tablets. In addition, the patient received three transfusions 
of whole blood, 300 c.c. each. The first transfusion was given 
on 20-6-52 followed by appreciable improvement in general 
condition when she was put up for a diagnostic curettage 
and removal of the cervical polyp on 25-6-52. Examination 


— 
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under anesthesia, just before the operation showed the uterus 
to be retroverted with a hard swelling from the front of 
the cervix which was then presumed to be an anterior cervical 
fibroid. The curettings showed nothing abnormal on micro- 
scopic examination and the cervical polyp was found to be 
a mucous one. The vaginal bleeding diminished to a great 
extent but did not entirely stop after the operation. 


A second blood transfusion was given on 28-6-52. While 
recovering slowly, the patient had another bout of moderate 
bleeding on 16-7-52 when it was decided to put her up for a 
quick abdominal hysterectomy without further delay. 


On 19-7-52 a total abdominal hysterectomy was per- 
formed by Dr. R. Sinha under open ether anesthesia and 
with a blood transfusion during the operation. The patient 
subsequently made a steady uneventful recovery and was 
discharged from hospital on 3-8-52. 


The first impression about the structural abnormality of 
the uterus was obtained during the operation by the fact that, 
what was considered to be an anterior cervical fibroid from 
the previous vaginal examination, was now actually found 
to be the anteverted uterus itself, and also that what was 
previously thought to be a retroverted uterus (and also duly 
curetted) now appeared to be looking like a subserous fibroid 
growing posteriorly from near the isthmus. Both the tubes, 
round ligaments and ovarian ligaments were duly attached 
to the cornua of the anteverted uterus. The uterus, after 
removal at operation, revealed the following features: 

Single common cervix. There appeared to be two 
separate bodies of uteri, of almost equal size, their cavities 
communicating with the common cervical canal; but only one 
of these ‘‘corpus uteri’’ had both sides’ tubes, ovaries and 
round ligaments while the other had none. The ‘‘corpus 
uteri’’ with the cornual appendages was only slightly bigger 
than the other one. The picture of the uterus after removal 
(Fig. 1) shows these points clearly. Two uterine sounds are 
passed through the common cervical canal and led out of each 
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“corpus uteri’ through a “window” cut in its wall. Th: 
artery forceps are attached to the two sets of cornual strv 
tures of one “‘corpus uteri’. A sketch of the specimen show - 
the structural details (Fig. 2) more clearly. 


PP’ 
Fic. 2—SketTcu or THE Uterus Removep 


PP—Probe inside the normal uterine cavity. 

P’P’—Probe inside the cavity of one of the ‘“‘corpus 

uteri’ (unusual part), CV—Cervix (common). 

CC’—Cornual structures. B—Body of the normal 

uterus. B’—Body of the abnormal part of the 
“corpus uteri.”’ 


INTERESTING PoINTS 


I. The developmental anomaly does not confo1:.: 
to any of the usual types described in text books. 
The ‘‘additional’’ uterine body was almost the samc 
size as the ‘‘normal’’ body of the uterus and connectc.! 
to it not near the fundus but at the isthmus. 


2. There had not been any interference with the 
functions of menstruation and reproduction throughou! 
the life of the patient. 

3. Apparently both the ‘‘bodies’’ of uterus ha! 
been functioning well. Even the curetting materia. 
were obtained not from the “‘body’’ with the appen- 
dages but from the accessory one which then appeare.| 

* to be in direct continuity with the vagina and cervix. 


4. This interesting abnormality would have gon 
undetected if the uterus had not been removed, the 
removal being necessitated for the bleeding—probally 
of ‘‘metropathia’’ type. 
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RURAL MEDICAL CARE 


Provision of medical care for the rural population 
of this vast country of ours is a problem almost incap- 
able for an easy and early solution. In every State 
of India the villages, particularly the remote ones, are 
almost unapproachable due to lack of communicaticns. 
Consequently. these are lying most undeveloped and 
entirely dependent on the poor natural resources of the 
land. Formerly the land yielded enough crop for the 
maintenance of the limited population whcse main 
avocation was agriculture and some cottage industries. 
But with the process of time, the population has 
increased by leaps and bounds causing complications of 
diverse nature. 


Failing to get the requisite quantity of foodgrains 
from the available land in their possession, villagers 
are now being compelled to migrate to big cities and 
industrial areas to earn their living. Unused to such 
congested atmosphere and rather artificial surroundings, 
these unfortunate people easily get attacked with 
pulmonary tuberculcsis and other diseases which are 
very common in congested and unhygienic localities. 
With these infections they return to their villages and 
help in the dissemination of such diseases which were 
not known in these surroundings. 


Rural areas in most places are notorious for a very 
high incidence of malaria. Due to lack of pure drink- 
ing water many of the water-borne diseases like cholera 
are also seen to appear at places some of which are 
known to be endemic. In the absence of proper pro- 
tection on a mass scale, smallpox also breaks out in 
epidemic form at times. 


The economic backwardness of the people in 
general of the rural areas did not attract qualified 
medical practitioners to settle in larger numbers in the 
villages to look after them in sickness and infuse in 
them security measures for healthy living, although 
cities have more doctors than they really need. 


Some of the local self-governing institutions, viz., 
municipalities, district boards, union boards, taluka 
boards and village panchayets have set up small 
charitable dispensaries either of the modern scientific, 
homceopathic, ayurvedic and unani systems for the rural 
population. The number of such dispensaries, how- 
ever, is not very large. In some of the States of India 
attempts were made to subsidise dectors with an initial 
financial assistance and monthly grants to settle in the 
rural areas. Our experience however is that these 
measures did not achieve the amount of success which 
was aimed at. 


After the transfer of power to people's representa- 
tives in 1947, all the States have instituted Health 
Ministries to look after the medical care, and provisions 
for preventive measures for the people at large have 
been made. Rural areas which were hitherto neglected 
began to receive attention from the different State 
Governments. Administrative units of medical relief 
and public health were amalgamated at the top level 
in most of the States and at the Centre. Arrangements 
for starting hospitals and treatment centres in the rural 
areas under the auspices of the Government received 
priority in the programme of national reconstruction. 


The Community Development Projects that are 
now taking practical shape in India have given special 
importance to the starting of rural hospitals and subsi- 
diary centres in each project area. In addition to 
medical officers, public health staff are posted to these 
rural centres to carry on protective inoculation to the 
masses, examine the health of all school-going children, 
give instructions to expectant and nursing mothers as 
to the care they should have, by lady health visitors 
and midwives specially trained for this kind of work. 
The medical officers visit the villagers and give them 
regular talks on the preventive aspects of medical 
care, 


Besides the Community Development Project areas, 
the West Bengal Government, as revealed in an inter- 
pellation in the Legislative Assembly Session, have 
started till 30th April, 1953, 146 Rural Health Centres 
with provision of nearly 2,100 beds—all in rural areas. 
Each centre has been provided with living quarters 
for medical, health and nursing staff with liberal sup- 
ply of pure drinking water from deep tube-wells. All 
the workers under the leadership of the Medical Officer 
in charge deploy themselves in villages in their charge 
in units of about ro to 15 and carry on systematic 
propaganda regarding the mode of healthy living. 
The target figure for such health centres is 2,000 in 
this State. 


Other States are also on the move to improve 
arrangements for the rural health care and almost 
every State with the resources at its disposal is planning 
for provision of better amenities to the people. Some 
of the States, of course, are sericusly contemplating to 
utilise the votaries of indigenous school of medicine in 
the scheme for providing medical relief in the country- 
side on an extended scale. 


It appears to us that during the last 200 years 
of research and progress, medical treatment of the 
modern scientific thought has established a strong foot- 
hold all over the country. Modern trends of treat- 
ment particularly in the realms of surgery, obstetrics 
and gynecology have received tremendous ovation in 
mitigating human suffering. Discovery of antibiotics 
and their successful application in combating some of 
the diseases have made such magnificent strides that 
there should be cautious consideration about the claims 


‘ 


of the other schools of medicine in relieving the suffer- 
ing of mankind in preference to modern scientific 
medicine. 

We feel that whatever might have been the expe- 
rience of the past the villages should no longer be kept 
neglected and all possible arrangements to provide 
scientific medical relief as well as insurance against 
poverty and preventable diseases should be introduced 
on well planned basis without any further loss of time. 
Mere provision of amenities for the city population 
keeping their counterpart living in the surrounding 
villages without proper medical care will never solve 
the perennial problem of the ill-health of the average 
population. It is a matter of some relief that with the 
willing co-operation of the various international organi- 
sations, our country is marching ahead to utilise all 
the available local and extraneous resources to fight 
against some of the very common diseases like malaria, 
tuberculosis, cholera and children’s diseases, Centres 
for work have been distributed not only in the cities 
but also in the remote villages. We hope that in the 
fullness of time, sooner rather than later, we will see 
the basic principles of positive health for the common 
people of this vast land laid on solid foundations. 


IN MEMORIAM—DR. A. K. SEN 


The sad and sudden death of Dr. Anil Kumar 
Sen, the erstwhile senior vice-president of our associa- 
tion, removes from our midst a man of uncommon 
abilities, social and economic insight, integrity of pur- 
pose and absolute honesty. 


After graduating from the Calcutta Medical College 
in 1923, he did not take to medical practice as a career 
but decided to devote his life and energy to the growth 
and development of the drug industry of our country. 
He felt that unless the drug industry is developed cn 
the right lines, there would not be any real relief to 
the ailing public, the majority of whom was very poor. 
With this mission he came into close association with 
the drug industry of Calcutta and held respensible 
offices in some of the leading drug nianufacturing 
firms. His notable contribution in throwing out the 
original Import of Drugs Bill and the passage of the 
Drugs Act in the present form in 1940 may not have 
been known by many but as a member of the Drugs 
Technical Advisory Board since 1942 his services were 
very widely appreciated. Dr. Sen was also a member 
of the Pharmaceutical Enquiry Committee formed 
only lately to enquire into the quality and condition 
of the drugs manufactured in this country. His fight 
against spurious drugs is too well known to need 
mention. 
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Dr. Sen joined the Indian Medical Association 
from its inception in 1928. He was a member of the 
Journal Committee of 1.M.A. from 1933 to 1941 and 
held the office of the Hony. Secretary of the Journal 
frem 1934 till the end of December 1941. He served 
on the committee again in 1949-50. Dr. Sen was also 
on the Editorial Committee of ‘‘Your Health’’ from its 
inception in 1952. He was elected president of the 
Calcutta Branch, vice-president of the Bengal Provin- 
cial Branch I.M.A., a vice-president and then the 
senior vice-president of the I.M.A. only a year back. 
He rose to eminence in the Indian Medical Association 
because of his sincere and earnest zeal to elevate the 
position of the organisation to its maximum usefulness. 
He was rarely absent from any deliberaticn of the 
association and never failed to attend the Working 
Committee and Central Council meetings of the I.M.A. 
and the annual All-India Medical Conferences. 


Dr. Sen was from his early youth connected with 
social and cultural organisations. 


He took active interest in the Calcutta Deaf and 
Dumb School and as a member cf the Managing Com- 
mittee helped in its reorganisation. He was associated 
with the Royal Asiatic Society and took a leading part 
in the reorganisation of its various departments. He 
showed also a keen interest in the 19th century Bengali 
Literature and used to glean materials perhaps to 
present them before the public in the form of a thesis. 
But this remained unfinished due to his untimely death. 


Dr. Sen was a man of stern self-respect and of 
strong principles. He never swerved from his ideals. 
He had a peculiar humour which could overcome all 
feelings of acrimony that might otherwise arise during 
heated discussions. There was a dignity of greatness 
about him and he presented an orderly process of 
thought capable of producing wise decision. We are 
happy that his professional and personal merits were 
well appreciated during his lifetime. 


Our loss is a personal one as we had the privilege 
to work with him in a team. His invaluable services 
for the stability of the Journal served as a definite 
source of inspiration to us and on many occasions his 
wise counsel did place before us the right lead to solve 
many intricate problems we were faced with. It is 
really unfortunate that such a useful life was cut short 
when the country and its drug industry began to look 
up to him for proper guidance for stability. 


Let his lofty ideals guide us all in our service 
to the profession through the organisation of ours. 

We offer our heart-felt condolence to the bereaved 
members of his family. 


1. M. A. 
. 


DR. A. K. SEN— 
AN APPRECIATION (WITH REMINISCENCES) 
B. MUKERJI, 


Director, Central Drug Research Institute, Lucknow 


| 
The news of the sudden death of Dr. A. K. Sen, Senior 
Vice-President, Indian Medical Association, Member of the 
Drugs Technical Advisory Board, Government of India 
(Ministry of Health), Member of the Pharmaceutical Enquiry 
Committee, Government of India (Ministry of Commerce), and 
one of the Managing Directors of the Indian Health Institute 
and Laboratory, Ltd., came as a great shock to many of his 
friends and admirers all over India. Dr. A. K. Sen was 
barely 53 and was apparently in sound health when the cold 
hand of death suddenly snatched him away. The writer 
had the privilege of having him as his guest in’ Lucknow. 
from the 13th to 16th March, 1953, and at that time he 
was apparently healthy and could move about the whole 
evening after a strenuous day-meeting with the members of 
the All-India Chemists and Druggists Federation. Later he 
contacted Dr. A. K. Sen in Calcutta on the phone on the 
23rd March and there was nothing evident from his tone 
that he had any malady worth noticing. On the 11th April, 
the news of Dr. Sen's death was brought to him by a friend 
in Bombay and on his return to Lucknow, he got confirmatory 
notes from his friends in Calcutta. Dr. Sen apparently died 
from the effects of a coronary attack, a condition which is 
claiming more and more victims these days both in Europe 
and in this country. There is nothing known yet as to the 
true cause of this condition. 


Dr. A. K. Sen was one of the very few medical men 
who was not lured by private medical practice and took up 
laboratory work from the very beginning of his career. He 
graduated in 1923 at a time when there was still quite a lot 
of room for lucrative professional work, but he had been 
essentially of ‘laboratory temperament.’ After working for 
some time in the Clinical Diagnostic Service Field, he made 
himself well known as an accurate worker in bacteriology and 
When the Bengal Chemical and Pharmaceutical 
Works, Ltd., started their first ‘Biological Products’ Labora- 
tory, Dr. A. K. Sen joined there with Dr. H,. Ghosh and 
together built up the fine “Biological Products’ Section which 
is now producing almost all the sera, vaccines, etc., necessary 
Previous to this, the only firm in 
Bengal, which was producing sera and vaccines was the 
Bengal Immunity Company. Dr. A. K. Sen was associated 
with the Bengal Chemical & Pharmaceutical Works for many 
years and there he built up a reputation as a sound laboratory 
worker with specialisation in the field of immunology and 
bacteriology. Later he moved over for some time to the Birla 
Laboratories, from there he migrated to the Indian 
Health Institute and Laboratory with which he was asso- 
ciated until his death 

The writer came in touch with Dr. A. K. Sen 
towards the end of 1937 in a meeting of the Executive Com- 
mittee of the Bengal Pharmaceutical Association. Dr. A. K. 
Sen bombarded him with so many difficult questions on Asso- 
ciation organisational matters that there was a tough fight 
on matters of principle which resulted in the resignation of 
the writer from the General Secretaryship of that body. 
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Since that time, on many platforms, in the Indian Medical 
Association, in sub-committee meeetings of the Drugs Tech- 
nical Advisory 


Board and in many other meetings of an 
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institutional or public level, there had been hardly any occa- 
sion when there was not a fight between the writer 
and Dr. A. K. Sen on matters pertaining to reform of Drugs 
and Pharmacy. There was really no enmity between the 
two, but Dr. A. K. Sen apparently had an idea that the 
writer, being a Government man, was out to kill the Drag 
Industry by the promulgation of governmental measures. 

At that time the writer was associated with Sir Ram Nath 
Chopra, who was the Chief at the Biochemical Standardisation 
Laboratory, and he was pulling all his weight with Sir Ram 
Nath to see that the Drugs Act and Pharmacy Act 
were put on the Statute Book as early as possible. The recom- 
mendations for these were made earlier by Sir Ram Nath 
Chopra, as Chairman of gthe Drugs Enquiry Committee of 
the Government of India, which was convened in 1930-31 
In 1939, the Government of India in the Ministry of Health 
put up before the Assembly the first ‘Import of Drugs Bill’, 
This Bill was designed to control only the import of drugs 
and made no provision for the control of ‘manufacture, 
storage, distribution and sale’ of drugs. In general it was 
felt that this was a half-hearted measure which had been 
put up by the Government to hoodwink the public and the 
Indian Manufacturing Industry was strongly opposed to it. 
The fight against the Bill was launched chiefly by Messrs. 
Bengal Chemical & Pharmaceutical Works and Alembic 
Chemical Works, Baroda. At this time, the late Shri Jaga- 
dindra Lahiri (then Manager, B. C. P. W. & Co.) and 
Dr. A. K. Sen went to Delhi and did all the lobby work 
that was necessary to counteract the measure on the floor 
of the House. Through the help of Pandit Laxmi Kanta 
who is still a member of the present Parliament, and 
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the then Secretary of the Education, Health and Lands 
Department, Sir Girja Shanker Bajpai, had to agree to many 
amendments to the Bill and ultimately the Bill was thrown 
out completely through conjoint non-official pressure. In this 
fight, the technical points, arguments, etc., were supplied very 
largely by Dr. A. K. Sen, who had by this time become 
thoroughly versed in the legal aspects of the Drugs legislation 
and had studied very carefully the comparative merits and 
demerits of such a legislation in various parts of the world. 
In 1940, the present Drugs Act, which was a much more 
comprehensive act covering all aspects of import, manufac- 
ture, distribution and sale of drugs, was promulgated and 
this time, again, Dr. A. K. Sen helped its passage by working 
behind the scene and supplying the various data necessary 
for arguments on the floor of the Assembly. Under the Drugs 
Act, the Drugs Technical Advisory Board (D.T.A.B.) was 
formed and Dr. A. K. Sen joined this as a representative of 
the Indian Medical Association. The first meeting of this 
body was held on the 2nd and 3rd November, 1942, with 
Lt.-Col. Sir Gordon Jolly as Chairman, In this meeting Dr. 
Sen proved, for the first time, his wide knowledge of the 
intricacies of Drug Legislation and carried the opposition to 
many Government proposals in a very effective manner. It 
was largely through his leadership that the Government were 
forced to form many ‘Sub-committees’ to go into the techni- 
cal aspects of the control and standardisation of drugs, and 
could not ride roughshod over the interests of the Indian trade 
and drug industry. 

From that time onwards, eleven meetings of the Drugs 
Technical Advisory Board were held, in six of which the 
writer was present as a Member and in others as an 
Adviser to the Government. Dr. Sen's trenchant criticisms 
and thorough mastery of the Act and Rules made it extremely 
difficult for the Government spokesmen to keep their points 
of view, and on many occasions, amendments, modifications 
and alterations had to be done on well organised moves from 
the Government side on the strength of the opposition which 
was carried mostly by Dr. A. K. Sen. During many of 
these meetings and intensive fights on points and counter- 
points, an attitude of tolerance and understanding grew 
between the writer and Dr. A. K. Sen. It later on 
developed into a friendship and a respect for each other's 
viewpoint. Dr, A. K. Sen’s attitude in most of these meet- 
ings was always critical and he was a very hard man to 
be convinced. Deeply versed in parliamentary debates and 
tactics, with a keen sense of finding loopholes in the various 
statements issued from the Governmental Benches, and with 
a very incisive sense of humour, he was easily the most 
dreaded individual in the Drugs Technical Advisory Board. 
One thing was always noticeable, and that when Dr. A. K. 
Sen could be cornered by anybody, he would fight and fight 
well put if the technical side of the answer was correct, he 
had the generosity to accept it. And, because of this, as 
years rolled on, the members of the D.T.A.B. became more 
and more impressed with his sincerity of purpose and began 
to respect his points of view, even though these were not 
generally palatable. The first Secretary of the D.T.A.B., 
Mr. A. F. MacClloh, considered Dr. A. K. Sen as a strong 
opposite member, but to-day, the present Secretary, Mr. 
P. M. Nabar, feels that he was one of the most constructive 
men in the D.T.A.B., and he was always keen to take full 
note of Dr. Sen's arguments before taking any decision in 
a controversial point. 

The Drug Reform Movement in India, initiated by Sir 
Ram Nath Chopra, and actively kept up by the undersigned, 
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received its greatest help from the legal-cum-scientific mind of 
Dr. A. K. Sen, and all those interested in seeing the enact- 
ment of the right type of Drug Rules in India would agree 
that Dr. A. K. Sen made one of the most significant contri- 
butions to this work during his life time. His activities in 
the Indian Medical Association were also worthy of note, but 
the writer is unaware of the many-sided services which 
he rendered to that body. From official, public and personal 
contacts with Dr. A. K. Sen, one got an impression that there 
would hardly be any other medical man with so much keen 
sense of legal formalities, so much ready wit and humour and 
so much of constructive ideas in setting up and running 
an administrative machinery for the improvement of drug 
standards and quality. There have been many outstanding 
medical men in professional fields. Dr. A. K. Sen cannot be 
bracketed in that group. However, few medical men can 
claim to have contributed to India’s Drug and Pharmacy 
Reform Movement in a way similar to that of Dr. A. K. Sen. 
He was by no means a successful medical man according to 
modern yardstick, but in spheres where influence of medical 
men is hardly felt, he blazed a new trail and showed that 
medical men could also think of things other than purely 
professional work. He could not be considered to have 
attained any great height in the field of medical research, 
but on many occasions, the writer was pleasantly sur- 
prised to find the depth of knowledge, the vast amount of 
study that Dr. A. K. Sen had in the field of early develop- 
ment and growth of scientific medicine in this country. He 
had a hobby of going through old books on medicine and 
public health in the Royal Asiatic Society of Bengal (now 
Asiatic Society), and he also kept up elaborate notes of most 
of the things he studied. By nature, he was a debator and 
was not normally prepared tc give his adversary his dues, 
but when he was engaged in a real discussion and in many 
technical sub-committees, one could see that the man had 
an open mind and was prepared to accept things which could 
be proved by data and references. These were the channels 
through which the writer gradually got over Dr. A. K. 
Sen and together, they could improve the present Drugs Act 
and Rules in a manner which makes it one of the most 
progressive legislative enactments of this type. In official and 
non-official circles, pertaining to Drugs and Pharmaceutical 
Industry, perhaps very few had an opportunity of such inti- 
mate contacts with Dr. A. K. Sen as the writer had 
and it is only meet and proper that he should record his 
impressions of a man who was often misjudged by many as 
an ‘obstructionist.’ He was an idealist in matters of form 
and procedure and he was unwilling to side with those who 
wanted to support irregularities knowingly and unknowingly. 


Dr. A. K. Sen had a pleasant personality, a sense of 
punctuality and discipline which he maintained to the very 
last. He was fearless in his criticism even with the highest in 
office and had the leadership to make his colleagues agree 
with him. Where voting was taken, he had lost on many 
occasions, but he succeeded in leaving a lasting impression on 
others that he would not budge an inch when the question of 
principle was concerned and when it was necessary to sup- 
port the cause of the Indian Drug Industry and Trade 
against outside influences. 


The writer is very grateful to Dr. P. K. Guha, for 
his requesting him to write a note about Dr. A. K. Sen, which 
he is doing with greatest pleasure, and as a mark of tribute 
by a colleague to another medical scientist who was worthy 
of his highest regard. 
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Acute Carpiac Infarction WitHovt Pain 


Parr (Brit. Heart J., 14: 250, 1952) writes that acute 
cardiac infarction without pain is rare. In 150 cases in 
which coronary thrombosis with electrocardiographic signs of 
acute cardiac ischemia was diagnosed, the author found 
seven patients in whom pain was completely absent, and in 
an eighth patient slight pain was present for a short time 
only. Three of the eight patients had congestive heart 
failure with cardiac infarction. Two died and at necropsy 
were found to have extensive arteriosclerotic heart disease 
with occlusion of more than one main coronary artery. The 
third, who survived, had a slight cardiac infarction during 
an attack of cardiac asthma. Acute paroxysmal dyspnoea was 
the main symptom in all; this may overshadow coronary 
pain. Five patients had complete heart block during the 
attack. Four of them had no pain; in the fifth, who had 
intermittent heart block, pain appeared when normal rhythm 
was restored. Complete heart block was recorded in four, 
and lasted from one and a half hours to one week or more. 
The electrocardiogram indicated posterior infarction in three, 
anteroseptal infarction with right bundle branch block and 
later left bundle branch block in one, and anteroposterior 
infarction in one. All patients recovered; one had a small 
anterolateral infarction accompanied by pain, but not by 
heart block, 18 years later, from which he also recovered. 
Faintness with a pulse rate of 30 to 40 was the main clinical 
symptom, but complete loss of consciousness occurred only 
in one patient. These attacks differ from classical Stokes- 
Adams attacks in that ventricular standstill, ventricular 
tachycardia, and therefore complete loss of consciousness may 
be absent. Sudden fall of pulse rate accompanied by fall of 
blood pressure, as it occurs in complete heart block during 
acute cardiac infarction, may induce incomplete cerebral 
anoxemia; this causes faintness without loss of consciousness, 
but with loss of sense of pain. Prognosis is serious in cardiac 
infarction without pain and complicating heart failure; with 
complete heart block it may be less serious than is generally 
accepted, since transient block may be a sign of only tem- 
porary ischemia of the conducting system. 


Functionat Heart DistTurBaNces 


Master (J.A.M.A., 150: 195, 1952) gives in the following 
lines the summary of his observations on a study of 1,000 
consecutive private cardiac patients: 

In referring to heart conditions in patients who show no 
organic lesion, the expression functional ‘‘disturbance’’ is 
preferable to functional ‘‘disease’’. 

The frequency and magnitude of the problem of func- 
tional heart disturbances need emphasis. Of 1,000 conse- 
cutively examined patients in consultation practice, 382 were 
found to be suffering from functional ‘‘disturbances’’ of the 
heart. Since the beginning of this study it has been possible 
to follow up these cases for from three to five years and to 
confirm the established diagnosis. 

Of the 382 patients, 259 were male and g3 female, a 
ratio of 3 to 1. The majority were under 50 years age, 
whereas the majority of patients with arteriosclerotic heart 
disease are over 50. 

Pain or pressure in the chest was the most common 
condition. It affected 243 (64 per cent) of the patients, 
occurring alone in 171 and in conjunction with other func- 
tional disturbances in 72 others. Occasionally the chest pain 
was indistinguishable from that of coronary disease; it was 
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substernal in location, radiated down the left arm, was 
precipitated by effort, and was relieved by nitroglycerin. 
Conversely, the pain in organic heart disease was occasionally 
atypical. Any chest pain unrelieved by nitroglycerin was 
usually not caused by coronary artery disease, although there 
were a few exceptions to this rule. 

In general, the symptoms found in functional cardiac 
states are very similar to those encountered in organic heart 
disease. This applies particularly to shortness of breath and 
to palpitation. 

Paroxysmal tachycardia was found in 50 patients, pre- 
mature beats in 18, neurocirculatory asthenia in 48, anxiety 
neurosis in 13, hypertension in 17, and murmurs in 12. 
Fifty-three of the patients were classified in a miscellaneous 
group. There was a frequent overlapping of the diagnoses. 

Chest pain was present in 42 per cent of the patients 
with paroxysmal tachycardia. There was no definite instance 
of paroxysmal ventricular tachycardia. 

Approximately 60 per cent of the patients with either 
neurocirculatory asthenia or anxiety neurosis complained of 
pain or pressure in the chest. 

The hypertension found was usually very mild. In seven 
instances the readings were high enough to be considered 
hypertensive even in accordance with the newly accepted 
higher limits of all these patients. 

The functional murmurs were all systolic in time. In 
no instance was a grade 3 murmurs found. 

Among the miscellaneous group, a misinterpretation of 
the electrocardiogram was not infrequent. Sighing was often 
mistaken for shortness of breath by the patients. 

The treatment of functional disturbances of the heart is 
very often unsuccessful. Recognition of their frequent occur- 
rence will, it is hoped, lead to extensive research into the 
cause of these disturbances and to the discovery of methods 
for their prophylaxis and treatment. 


Hepatic Fisrosis in Carpiac Disease 


Moscnow!tz (Ann. Int. Med., 36: 933, 1952) prefers the 
term fibrosis to cirrhosis, and points out that there are widely 
differing opinions concerning the morphology and pathogenesis 
of hepatic lesions associated with cardiac disease. The earliest 
phase in the development of this condition is that characterized 
by what is usually referred to as ‘‘nutmeg’’ liver, in which 
there is dilatation of the central sinusoids with trabecular 
narrowing. Later, centrolobular necrosis ensues. Thereafter, 
the morphological changes depend on whether hypertension of 
the portal circulation is maintained long enough. This usually 
occurs in constrictive pericarditis, often in the terminal stages 
of tricuspid valve disease. That portal hypertension is main- 
tained was shown by histological demonstration of ‘‘conges- 
tive splenomegaly’’. Under such circumstances, various forms 
of fibrosis occur: first, capillary sclerosis around the central 
veins; second, organization of the centrolobular necrotic areas 
with the development of new central veins in these fibrotic 
areas, either by autochthonous formation of capillaries or by 
direct sprouts from the terminal branches of the portal veia 
in the interlobular septa; and third, by sclerosis of the hepatic 
veins and the immediately adjacent parenchyma. The peri- 
portal fibrosis that has been described as occurring in ‘‘cardiac 
cirrhosis’ bears no resemblance to that observed in true 
Laennec’s cirrhosis. Cardiac fibrosis is not a replacement 


fibrosis but is an active and proliferative process. New 
capillary shunts or short circuits are developed simultaneously. 
There are four kinds of such shunts: first, between the termina- 
tions of the portal vein and the central vein in the interlobular 


septa; second, by newly formed capillaries that bud from the 
terminal branches of the portal veins within the portal septa 
to the central veins; third, by budding from the preexisting 
portal branches in the interlobular septa to the newly formed 
central veins; and fourth, by direct capillary communication 
between the terminations of the portal veins in the interlobular 
septa and the hepatic veins. These shunts are compensatory 
mechanisms to help equalize the pressures between the portal 
vein and the hepatic veins. Evidence is submitted that the 
morphological changes of cardiac fibrosis are the result of 
portal hypertension of central origin. Advanced hepatic 
cirrhosis may be suspected if there is constrictive pericarditis 
of long duration, persistent and recurring ascites, increased 
peripheral venous pressure, splenomegaly, and enlargement of 
right auricle and ventricle, and dilatation of the pulmonary 
artery. 


Lesions ConcenrTat Heart Disease 


BERTHRONG AND Sapiston (Bull. Johns Hopkins Hosp., 
89: 384, 1951) from the analysis of a study made on 162 
autopsies of patients with congenital heart disease, 135 of the 
cyanotic type and 27 of the acyanotic type observe: 

Cerebral infarctions were found in 25 of the 135 autopsies 
on patients with cyanotic heart disease. Both arterial and 
venous thrombosis occurred. There were 62 cases of tetralogy 
of Fallot, of which 13 had cerebral infarctions. These did 
not show any greater increase in the degree of: polycythemia 
than did the 49 cases without lesions. However, it is empha- 
sized in cases with polycythemia, that any state which leads 
to increased polycythemia, to endothelial damage or to 
decreased blood flow may result in prompt intravascular 
thrombosis. Several mechanisms may have been responsible 
for the cerebral thrombosis: peripheral venous thrombosis 
which reaches the cerebral arteries as paradoxic emboli through 
cardiac defects, the development of thrombosis in situ in the 
cerebral arteries or embolization to the brain from mural 
thrombi in the cardiac chambers. An increase in hemorrhagic 
infarction in the immediate postoperative period may have 
been due to an increase in platelet formation, shock, and 
hemoconcentration. Brain abscesses occurred in five patients, 
suggesting a greater frequency in cyanotic congenital heart 
disease 


In the 29 patients of the acyanotic group, cerebral lesions 
were present, but were usually not thrombotic in nature. 

Ten of these patients had coarctation of the aorta; four 
had aneurysms of the circle of Willis; three of the four died 
of a massive subarachnoid hemorrhage. There was one patient 
with a surgically cured patent ductus arteriosus who also 
died of a hemorrhage secondary to a ruptured congenital 
aneurysm of the circle of Willis. One patient had a brain 
abscess secondary to an osteomyelitis. 


PaTHocenesis oF MALIGNANT HyPerTENSION 


Picxerine (Circulation, 6: 599, 1952) gives in the follow- 
ing lines the summary of his observations: 

The response of the body to raised arterial pressure 
includes cardiac hypertrophy and medial hypertrophy of the 
arteries. There is also some evidence that affections of the 
largest and moderate sized arteries, atheroma and elastosis, 
are more widespread and severe when the arterial pressure 
is raised for long periods. Provided the arterial pressure 
does not pass a certain critical level, these are the major 
consequences of hypertension, and on the whole they present 
a rather stable picture, except for the thrombotic occlusion 
of atheromatous coronary or cerebral arteries, and the acces- 
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sion of cardiac failure, which is not necessarily ischemic in 
origin. This relatively stable picture in which the patient's 
condition remains unchanged often for many years is termed 
the benign phase of hypertension, and is most commonly seen 
in those types of hypertension in which the casual lesion is 


itself stable, particularly in essential hypertension and 
coarctation of the aorta, to a less extent in chronic pyelo- 
nephritis, polycystic kidney and Cushing's syndrome; it may 
also occur in chronic nephritis in which, however, the clinical 
course is often dominated by the nephritis lesion itself. 

Should, however, the pressure rise above a certain cirtical 
value, which varies from one patient to another about an 
average of 140 mm. Hg. diastolic, then albuminuric retinitis 
is seen, and acute necroses occur in the arterioles of many 
organs, particularly of kidney, intestine, abdominal viscera, 
heart and brain. These acute necroses expand the wall at the 
expense of the lumen and seriously interfere with the blood 
flow to territories they supply. This is particularly important 
in the kidney and results in the appearance of albumin and 
red cells in the urine and progressive decline of renal function 
terminating in uremia. The weakening of the arterial wall 
consequent on its necrosis is probably the chief cause of 
cerebral hemorrhage that may also terminate the malignant 
phase. The great load imposed on the heart by the high 
pressure of malignant hypertension may also be held responsible 
for left ventricular failure, the third mode of death in this 
condition. The course of hypertension may change from 
benign to malignant in any disease in which the pressure 
rises above the critical level. Because essential hypertension 
is by far the commonest type, this provides the bulk of 
malignant hypertension, followed by chronic pyelonephritis, 
acute, subacute and chronic nephritis, polycystic kidneys, 
periateritis nodosa, Cushing’s syndrome, pregnancy toxemia, 
and possibly pheochromocytoma, in roughly that order. In 
coarctation it would seem that hypertension is never gross 
enough to produce the malignant phase. Once albuminuric 
retinitis has appeared or the malignant phase has been 
diagnosed, a persistent and considerable reduction of the 
arterial pressure becomes the single and urgent aim of thera- 
peutics. 

There has been in the past much argument as to when 
the term malignant hypertension should be used. In the light 
of the considerations discussed here much of this argument 
would seem spacious and irrelevant. The malignant phase 
has a reasonably precise implication for both prognosis and 
therapeutics and can complicate nearly any type of hyper- 
tension. It would therefore seem proper to speak as Fishberg 
does of the malignant phase of hypertension, but also to 
relate it to the underlying disease whether this be essential 
hypertension, pyelonephritis, pregnancy toxemia, nephritis, 
polycystic kidney or the like. In this way, the name given 
by the doctor in his diagnosis is not only reasonably full and 
accurate, but prepares the way for the correct management 
of the case. 


Enpocrine Factors HyPERTENSION 


Perera (Bull. New York Acad. Med., 28: 43, 1952) dis- 
cusses the relationship of the psyche, stress and steroids to 
the production of hypertensive vascular disease, and points 
out that these factors may be related to various substances 
elaborated by endocrine glands. Certain endocrine secretions 
—epinephrine, norepinephrine, desoxycorticosterone and 
cortisone—have been shown to possess pressor qualities, but 
there is no definite proof of endocrine dysfunction in the 
wtiology or subsequent course of hypertensive vascular disease. 
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These hormones probably modify rather than initiate basic 
metabolic processes. In renal hypertension, pressor substances 
which are normally excreted may be retained, and in other 
cases unknown metabolites may sensitize blood vessels to 
normal amounts of hormone. Despite recent advances and 
theories, the problem of hypertensive disease still contains 
many unanswered questions. 


A Neciectep RoENTGENOLOGIC SIGN OF COARCTATION OF 
THE AORTA 


Bruwer anp PuGu (Proc. Staff Meet. Mayo Clin., 27: 
377. 1952) write that rib notching is still the most important 
roentgenologic sign of coarctation of the aorta. It is a known 
fact that in about a third of the cases of coarctation of the 
aorta in which operation was performed at the Clinic, another 
valuable sign was present on the postero-anterior rcentgenogram. 
This consisted of a notch in the left border of the descending 
aorta just above the level of the left main pulmonary artery. 
This notch represents the coarctate segment. It may be 
present to markedly varying degree, depending on a number 
of factors discussed. In about 5 per cent of our cases, the 
notch was the only definite roentgenographic sign of coarcta- 
tion in the postero-anterior roentgenogram. 


ANTAGONISM OF ANTICOAGULANTS BY VITAMIN K, 


Tootney (Brit. M. J., 2: 687. 1952) writes that it is 
apparent that vitamin K, is most effective in overcoming the 
prothrombin deficiency induced by such drugs as dicoumarol, 
tromexan, and phenylindandione. Even with very severe defi- 
ciencies, resulting in prothrombin levels of below ro per cent 
for several days, an oral dose of 500 mgm. of vitamin K, will 
restore the prothrombin time to a safe level within eight 
hours, the effect being evident within four hours. The effect 
was also noticed even when congestive failure was present. 

In three cases with frank hemorrhagic manifestations 
vitamin K, stopped bleeding within a few hours, and no 
transfusions were necessary. 

When very large doses of dicoumarol (and to a lesser 
extent phenylindandione) have been given, with consequent 
storage of the drug in the body, repeated doses of vitamin K, 
may be needed to prevent a further rise in the prothrombin 
times—‘rebound phenomenon.’ This effect does not occur 
with tromexan owing to the rapidity of excretion of the 
drug. 
Comparison of the effect of water-soluble preparations of 
vitamin K with that of vitamin K, leaves no doubt that 
the latter should be the drug of choice when it is essential 
to overcome severe prothrombin deficiency, particularly if 
bleeding is present. In the latter event, unless there are also 
signs of shock due to the lack of blood, it should not be 
necessary to resort to blood transfusions. The availability of 
vitamin K, should widen the scope of anticoagulant therapy 
with dicoumoral and allied drugs, so long as it is remembered 
that prothrombin estimations are essential for their control. 
The possibility of an urgent operation being necessary in a 
patient on dicoumarol or allied drugs has always been a 
drawback to their use. This drawback is largely overcome 
by the use of vitamin K,. 


INTRAHEPATIC OBSTRUCTIVE JAUNDICE 


The diagnostic problem in cases of non-hemolytic jaundice 
may occasionally prove insoluble, despite help from liver- 
function tests. Since the treatment of bilary obstruction is 
essentially surgical, while that of parenchymal hepatitis is 
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essentially medical, a correct solution is obviously important. A 
common cause of confusion is damage to the liver cells from 
long-continued biliary obstruction, so that clinical and 
laboratory signs of parenchymal liver damage come to overlie 
the original picture of obstruction. This is especially likely 
to happen when infection and inflammation arise in the 
obstructed biliary passages. Until recently less attention was 
paid to the opposite state of affairs, in which features of 
obstruction become dominant in subsequently proved cases 
of parenchymal hepatitis. Of 228 cases of hepatitis reported 
by Steigmann et al, (Arch. Surg., 59: wor, 1949) 65 at the 
time of admission showed evidence of severe interference with 
the bile-flow, such as a serum alkaline-phosphatase above 
15 Bodansky units, a total serum-cholesterol above 300 mgm. 
per 1oo ml., or a urinary urobilinogen content of less than 
I mgm. per 24 hours. The change underlying these obstruc- 
tive phenomena is still uncertain; but Watson and Hoffbauer 
(Ann. Int. Med., 25: 195, 1946) have suggested that it may 
be excessive permeability of the cholangioles with the result 
that the bile will leak back into the circulation. 

That intrahepatic cholangiolitis, due probably to a low- 
grade infection, can produce such a clinical picture is now 
usually agreed; but this should not cause the much commoner 
condition of biliary obstruction in the porta hepatis to be 
overlooked. Two cases reported by Billington (Med. J. Aus- 
tralia, 1: 662, 1952) illustrate how easy it is to miss the 
diagnosis of this condition. The first case was in a man 
of 60 with a typically obstructive form of jaundice, in whom 
no extrahepatic lesion of the biliary ducts was detected 
despite two laparotomies. At necropsy about nine months 
after the onset of jaundice, no occluding lesion was found 
until section through the porta hepatis, which appeared 
normal from outside, revealed stenosis of the common hepatic 
duct due to an early duct carcinoma. In this case, owing 
to an anatomical variation from normal, the junction of the 
right and left hepatic ducts took place within the liver, and 
consequently quite a small intrahepatic neoplasm could inter- 
rupt the entire biliary outflow. In the second case, where 
the-more usual arrangements of the duct system were present, 
an almost identical clinical picture was produced by an intra- 
hepatic primary adenocarcinoma of the left hepatic duct with 
secondary biliary cirrhosis confined to the left lobe of the 
liver. 

From these, and many other similar cases, it is evident 
that, in cases of obstructive jaundice, negative findings at a 
simple exploratory laparotomy cannot be taken to exclude a 
localised lesion in the duct system. Cholangiography at the 
time of operation seems to be the only means by which these 
cryptic obstructions might be recognised during life. Although 
radical extirpation would rarely be feasible, it is obviously 
unsatisfactory to relegate these cases to the group of idiopathic 
chloangiolitis until necropsy reveals the true state of affairs. 


Lancet, Ed. 1: 1248, 1952. 
SMOKING AND ASTHMA 


Perers anp oTuers (Proc. Staff Meet. Mayo Clin., 
27: 329, 1952) write that no patient who has asthma should 
smoke. Smoke of any type is irritating, not soothing, to 
mucous membranes. Smoking induces cough, bronchitis and 
bronchospasm, which are nature’s warning to avoid or to 
expel the irritating effects of smoke. Likewise, any temporary 


benefit that patients derive from smoking so-called asthma 
cigarettes or burning powders which contain stramonium or 
nitrates, is nullified by the deleterious effect of the smoke 


itself, 


which aggravates the patients’ bronchitis. Most 
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asthmatic persons have considerable bronchitis, as evidenced 
by inflamed, red, swollen, mucous membranes, covered with 
protecting mucus, and associated with some degree of broncho- 
spasm. Such inflamed membranes are extremely sensitive to 
such irritants as dust, smoke, fumes, cold air, and strong odors. 


ALKAPTONURIA: REPORT OF 3 CASES 


MarTIn AND oTHERS (Proc. Staff Meet. Mayo Clin., 27: 
193, 1952) write that the term ‘‘alkaptonuria’’ refers to a 
condition in which the urine darkens on standing or on addi- 
tion of alkali. The substances in the urine which are respon- 
sible for this change are referred to as ‘‘alkapton bodies.”’ 
Of these, homogentisic acid is the body responsible for spon- 
taneous alkaptonuria. The term ‘‘ochronosis’’ refers to the 
metabolic condition which results in deposition of alkapton 
bodies in certain tissues. 

Spontaneous alkaptonuria is an hereditary, familial and 
congenital anomaly of the metabolism of the amino acids, 
tyrosine and phenylalanine. 

Alkaptonuria may be associated with no symptoms or 
secondary signs but, in severe or long-standing cases, it may 
induce ochronosis. The ochronosis may be apparent from 
pigmentation of the parts of the body where alkapton is 
deposited. The ochronosis may be asymptomatic or it may 
induce ‘‘ochronotic or alkaptonuric osteoarthritis’’. This is 
attributable to extensive degeneration of the joint cartilages 
from irritation caused by the foreign material. Thus, the 
clinical features of this metabolic error are summarized in the 
triad: dark urine, pigmentation and arthritis. 

‘Ocular ochronosis’ is characterized by symmetrical, semi- 
lunar or V-shaped accumulations of brown or gray pigment 
in the sclera, midway between the margin of the cornea and 
the outer or inner canthus. It is specific in its location 
because it attacks the insertion of a rectus tendon. Deposits 
are particularly likely to be found in cartilaginous structures. 
The cartilage of the ear may be bluish black or grayish blue. 

Greyish-blue staining of the fibrous tissues and tendons 
is best seen about the knuckles, knees and on the backs of 
the feet. The coloration of the knuckles is best seen when 
the patient makes a fist. 

Brown or black pigment may be distributed on the nose 
and cheeks in the shape of a butterfly. The skin of the 
axilla is particularly likely to become coloured by deposits 
of homogentisic acid since this acid is excreted by the sudori- 
ferous glands. Perspiration has been known to cause dark 
stains on the clothes. Rarely, there is brown pigmentation 
of the thenar and hypothenar eminences and of the nails. 

The joints most often affected by ochronotic arthritis are 
those of the spinal column, shoulders, knees and hips 
Clinically, this condition resembles somewhat rheumatoid 
arthritis; reentgenographically it resembles osteoarthritis, but 
of a special and rather characteristic type. 

The most charactertistic and distinguishing features of 
alkaptonuria are: (1) urinary stzining of the diapers and 
underclothing; (2) a diagnosis of diabetes having been made 
at one time; (3) bluish discoloration of the cartilages of the 
ears and pigmentation of the sclere; (4) confirmation of the 
presence of urinary homogentisic acid by means of Benedict's 
and Fishberg’s tests; (5) roentgenographic changes charac- 
teristic of ochronotic spondylitis. One or more of these 
features were present in each of the 3 cases which are reported 


Putmonary RESECTION FOR TUBERCULOSIS 


TAKARO AND OTHERS (Proc. Staff Meet. Mayo Clin., 27: 
345, 1952) write: 
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Thirty-two pneumonectomies and 41 lobectomies were 
performed for tuberculosis and the patient’s condition was 
followed for one year or longer. Four patients died in the 
first sixty days and 6 others died later of tuberculosis or other 
diseases. Ten additional patients had active disease at the 
time of the follow-up, leaving 53 patients with a satisfactory 
result. 


The best results were obtained in those patients who had 
had tuberculosis less than five years, whose tubercle bacilli 
were sensitive to streptomycin, whose immediate post-opera- 
tive bacteriologic cultures gave negative results, and who 
underwent thoracoplasty to prevent over-expansion of the 
remaining pulmonary tissue. The results did not seem to be 
related to the age or sex of the patient or to the presence or 
absence of roentgenologic evidence of inactive disease in the 
contralateral lung. The indication for pulmonary resection 
may be of prognostic significance, but the number of cases 
was too small to make determination of this point possible. 


Tue IntTravenous Use or Iron 


Haceporn (Proc. Staff Meet. Mayo Clin., 27: 277, 1952) 
writes that elemental iron given intravenously is almost quan- 
titatively utilized for the formation of new hemoglobin in 
anemia caused by deficiency in iron. The rapidity with 
which regeneration of hemoglobin has occurred has been 
greater than in comparable cases in which treatment has 
consisted of the oral use of iron. However, no doubt exists 
that reactions of toxicity occur after intravenous use of 
saccharated iron oxide, although in the experience at the 
Clinic they have been mild and insignificant. No fatal reac- 
tions at any dosage level have been reported. When 100 to 
200 mgm. of elemental iron are given, reactions have occurred 
infrequently. These reactions of toxicity have consisted of 
local inflammation when the preparation has been injected 
paravenously, and flushing of the face, nausea, headache and 
abdominal pain when the injection has been too rapid. Aching 
and stiffness in the back and extremities, nausea and abdo- 
minal cramps have been noted as a delayed reaction three 
to five hours after injection. A transient decrease in the 
number of circulating granulocytes lasting five to ten minutes 
has been noted immediately after injection by one observer 
In none of the cases at the Clinic have reactions been of such 
character to prevent the patient from receiving willingly 
further administration of the drug. Usually this has been 
accomplished without further difficulty. 


These studies are reassuring but it is still possible that 
excessive deposits of iron during a period of years could 
produce damage to tissues. Therefore, care is necessary in 
the intravenous administration of iron. It should be given 
only to patients who have anemia caused by deficiency in 
iron and in doses calculated to restore only the deficit of 
hemoglobin and the depleted stores of iron. 


The indications for the intravenous use of iron are: 
(1) uncomplicated anemia caused by deficiency in iron that 
has been unresponsive to prolonged periods of adequate oral 
administration of iron; (2) intolerance to iron given orally; 
(3) allergy or sensitivity to oral administration or iron (a rare 
situation) when desensitivity may be accomplished by iron 
given intravenously; (4) anemia caused by deficiency in iron 
discovered so late in pregnancy that there may not be time 
for the administration of adequate amounts of iron by mouth 
and (5) severe haemorrhage in patients in whom transfusions 
are prohibited for religious reasons. 


1M. A. 
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Use or Diuretic AGENTS 


Scuroeper (j.4.M.A., 147: 1109, 1951) approaches the 
problem of diuretic agents both by means of a table and a 
text discussion of individual effects of various agents. He 
explains the diuretic effect of water, alcohol, osmotic diuretics, 
neutral substances, plasma oncotic affectors, xanthines, mer- 
curials (both with and without theophylline), digitalis, thyroid 
and parathyroid substances. 

Water is to be principally used in the individual who is 
dehydrated and has high electrolyte content in his blood. 
Alcohol is indicated in overhydration. Normal saline solution 
is useful in dehydration with normal electrolytes. Concen- 
trated salt solution is used in overhydration with low electro- 
lytes. Potassium salts are useful in oedema with normal 
electrolytes. Urea and acidifying salts are used in oedema 
where fair to good renal reserve is present. The plasma 
oncotic affectors (serum albumin) are used in cases with 
hypoproteinemia. Xanthines, chiefly theophylline, are used 
in oedema with normal electrolytes and they should be used 
with caution where cardiac arrhythmias are present. The 
mercurial diuretics are used where there is edema with normal 
electrolytes and fair renal reserve. Mercurials containing 
theophylline should be used with caution if cardiac arrhythmias 
are present and the diuretic is given by parenteral means. 
Digitalis is useful in oedema due to myocardial failure and 
acts by improving the efficiency of the myocardium. 

Schroeder points out that the best results with diuretics 
are obtained when one first determines the cause of the 
cedema and then elects the proper diuretic to remove it. 


Orat CrySTALLINE Penicrttin G MEGALOBLASTIC ANAMIA 
In AFRICANS 


Toy aNnp oTHERS (Lancet, 1: 1221, 1952) write that the 
megaloblastic anemias which respond to intramuscular peni- 
cillin also respond to oral penicillin. 

Alike with oral and with intramuscular penicillin, there 
seems to be an optimum dose above and below which no 
response can be obtained. In the cases investigated the 
optimum dose seemed to be 200,000 units daily for oral 
renicillin and 400,000 units daily for intramuscular. 

Penicillin probably produces its effect by changing the 
intestinal microflora. 

Large doses of penicillin destroy not only the competing 
flora but also the synthesising flora. 

It is suggested that a low-protein high-carbohydrate diet 
produces a microflora inimical to the synthesis and/or utilisa- 
tion of hemopoietic factors. This may explain why the 
incidence of deficiency states related to vitamin-B complex 
are so common in Africa, India and the Balkans. 


Fatat APLAstTic AN@/MIA AFTER CHLORAMPHENICOL 


CLaypon anp (/.4.M.A.. 149: 912, 1952) give 
in the following lines the summary of their observations on 
two cases of fatal aplastic an#mia following the use of 
chloramphenicol : 

The patients were elderly but well-preserved persons who 
had no history of hay fever, asthma, or ingestion of other 
drugs containing a nitrobenzene radical. In case 1 the 
initial course of chloramphenicol was given in March, 1951, 
for four days; a subsequent course was prescribed in October 
and the ingestion of the medication was continued inter 
mittently into November and December, 1951. Purpura 
appeared about two weeks later. In case 2 therapy was 
also begun in March, 1951. It was continued through April 
and terminated in May, 1951. Purpura did not appear until 
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six weeks later. The onset of purpura in each instance was 
accompanied by granulocytopenia, leukopenia, thrombocy- 
topenia, and anwmia, which gradually increased in severity 
Transient clinical improvement followed administration of 
corticotropin (ACTH) and cortisone, which did not reduce the 
need for whole blood or prevent fatal hemorrhages 

The authors maintain that careful evaluation should be 
made of the hematological status of candidates for chloram- 
phenicol therapy, and the drug should not be prescribed 
when leucopenia or marrow hypoplasia are present. Patients 
receiving chloramphenicol should be followed with bi-weekly 
blood counts so that early signs of marrow injury may be 
discovered and the antibiotic discontinued while the capacity 
for effective hemopoietic regeneration exists. Although 
chronically ill, debilitated, or aged patients seem more suscep- 
tible to the toxic action to this agent, no common denominator 
has yet been found. If self-administration and careless super- 
vision of the use of chloramphenicol can be eliminated, this 
valuable and relatively nontoxic drug will attain its rightful 
place in our armamentarium. 


ViramMin Dericiencies Fottowinc Use or ANTIBIoTics 


The effect of an antibiotic on the vitamin elaborating 
intestinal bacteria depends entirely on the level of the anti- 
biotic used. Many workers have reported a beneficial effect 
on growth and good utilization in experimental animals fed on 
rations containing small amounts of antibiotics. Others have 
found a moderating or sparing effect on the requirements for 
certain B complex vitamins, such as thiamine and vitamin B, 
(Antibiotics and B-Vitamin Requirements, Nutrition Reviews 
10: 107, 1952); however, in all these cases, levels of 10 to 
Too mgm. of antibiotic per kilogram of ration were used 
This is equivalent to a daily dose of 5 to 50 mgm. in human 
subjects. Even with these low levels, some change in intes 
tinal flora occurs. There seems to be an increase in coliform 
organisms and a decrease in anaerobes. Much larger quantities 
of the drugs are used in clinical therapy. Gewin and Friou 
(Manifestations of Vitamin Deficiency During Aureomycin 
and Chloramphenicol Therapy of Endocarditis Due to 
Staphylococcus Aureus, Yale J. Biol. & Med., 23: 332, 1951) 
reported severe vitamin deficiency in a 22-year-old man under 
treatment for subacute bacterial endocarditis; in this case. 
therapy consisted of 3 gm. of aureomycin given daily for 
13 days, followed by the same amount of aureomycin plus 
3 gm. of chloramphenicol for another 20 days. Vitamin 
Deficiency Signs During Antibiotic Therapy, Nutrition 
Reviews, 9: 283, 1951). Doses in this range will undoubtedly 
produce large changes in the intestinal flora and will decrease 
the production of vitamins, especially B complex vitamins 
and vitamin K, but the additional effects of anorexia, vomit 
ing and diarrhoea, which are common when high levels of 
antibiotics are used, cannot be overlooked in any consideration 
of vitamin deficiency.—].A.M.A., 150: 627, 1952 


Pertanat Irritation Dus To AuRFOMYCIN 


The intense irritation in or about the perianal tissues 
caused by aureomycin and terramycin is dependent on an 
interference with the normal flora of the colon. The result 
ing changes in enzyme balance seem to produce irritative 
phenomena in these tissues. Dr. Albert Miltzer of the 
Department of Microbiology of Michael Reese Hospital, 
Chicago, observed that if these patients are given 2 teaspoon 
fuls of an elixir of vitamin B,,, folic acid, and ferric ammo 
nium citrate four times a day with the aureomycin or terra- 
mycin, neither the diarrhoea nor the perianal irritation occur 
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In addition, this consultant has used suppositories consisting 
of 1§ grains (0-09 gm. of sodium alkyl sulfate in coca butter 
as a suppository emulsion, which the patient inserts into the 
rectum three times a day. 

Dr. Miltzer’s work has not yet been published; however, 
it is his opinion that aureomycin and terramycin destroy the 
normal flora of the intestinal tract, particularly those organ- 
isms involved in the synthesis of vitamin B,,. Furthermore, 
the overgrowth of saprophytes and particularly Pseudomonas 
has been apparent to this consultant. The Pseudomonas organ- 
isms cause diarrhea, with loss of proteins, electrolytes and 
mucus. In these patients, the use of antibiotics is stopped, 
the patients are put on a diet high in protein, and the flora 
are allowed to return to normal as soon as possible. In 
some patients, it has been necessary to use polymyxin B 
sulfate to overcome the luxurious growth of the Pseudomonas 
organism. It is this consultant’s opinion that combinations 
of either of these two antibiotics with others should rarely, 
if ever, be used, especially post-operatively. The electrolyte 
and protein balance may be disturbed, and this may increase 
the morbidity in any given patient. With the use of the 
elixir referred to, all patients who have been given either 
aureomycin or terramycin are, as a rule, noticeably free from 
gastrointestinal manifestations, including perianal irritation. 
—J.A.M.A., 150: 627, 1952. 


Loss or Sense or TASTE AFTER METHYLTHIOURACIL THERLPY 


ScuneeBerG (J.4.M.A., 149: 1091, 1952) writes that two 
cases of thyrotoxicosis are reported in which complete loss 
of the sense of taste occurred during the administration of 
methylthiouracil. In one case of the cases partial loss of 
olfactory sense also developed. Complete restitution of nor- 
mal gustatory and olfactory sensation followed omission of 
treatment with the drug. 


Caution IN THE CHEMOTHERAPY OF TUBERCULOSIS 


Three recently developed antituberculosis drugs, isoniazid 
(isonicotinic acid hydrazide), iproniazid (i-isonicotinyl-2-iso- 
propyl hydrazine), and pyrazinamide, are now undergoing 
extensive clinical testing. These drugs have shown definite 
but limited therapeutic activity against human tuberculosis, 
but there is much concern among workers in this field that 
their potential value may rapidly be neutralized if they are 
used improperly or indiscriminately by those not trained in 
the treatment of tuberculosis, The recent increase in the 
availability of isoniazid has brought this problem into acute 
focus. 

One of the major threats to the effective use of the 
newer forms of tuberculosis chemotherapy lies in the possi- 
bility that physicians will attempt to use these drugs as the 
sole form of therapy. As the American Trudeau Society, the 
American College of Chest Physicians, and other organizations 
dealing with tuberculosis have repeatedly emphasized, these 
compounds are not in themselves cures in spite of the earlier 
optimistic publicity given to some of them, They, like other 
forms of chemotherapy, must be used as adjuncts to the time- 
tested measures of bed rest, collapse therapy and surgical 
procedures. Moreover, as adjuncts they have not yet proved 
clinically superior to, or even so effective as, the combination 
of streptomycin and p-aminosalicylic acid in the treatment 
of tuberculosis. 

Another threat to the continued effectiveness of these 
drugs arises from the fact, now well established, that the 
tubercle bacillus is capable of developing resistance to them 
rapidly both im vitro and in vivo. In the clinic, bacilli 
resistant to isoniazid, iproniazid and pyrazinamide have 
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appeared in some cases after only two to four weeks of 
therapy, although a somewhat longer period is usually re- 
quired. Such organisms seem to develop especially rapidly 
in patients with far-advanced cavitary pulmonary tuberculosis, 
and their appearance is associated with a recurrence of 
symptoms despite continued treatment. In the laboratory, 
bacilli with a 5-fold increase in resistance to iproniazid and 
a 16-fold to 4,000-fold increase in resistance to isoniazid have 
been obtained by serial passage on* media containing these 
drugs. Resistance to isoniazid, like that to streptomycin, 
may develop in a single step and may be present in 
organisms never previously exposed to the drug. 

These observations emphasize the need for care in the 
use of the new drugs. Steenken and co-workers, (Am. Rev. 
Tuberc., 65: 365, 1952), and Grace and associates (J.4.M.A., 
149: 1241, 1952) warn that if these compounds are used 
alone they may benefit the patient only temporarily and may 
prejudice his chance of future response to combined drug 
therapy, surgery, or both. This practice may also result in 
the widespread appearance of strains of tubercle bacilli 
resistant to these drugs and in the eventual infection of others 
with organisms resistant to both streptomycin and isoniazid 
or one of the other compounds. It is suggested by Grace 
and associates that these drugs be employed only in multiple 
combinations with streptomycin and p-aminosalicylic acid or 
other chemotherapeutic agents active against mycobacteria 
and not related by cross resistance. They base this sugges- 
tion on the well-established fact that the production of 
resistant variants of an organism can be inhibited by simul- 
taneous (but not consecutive) exposure of that organism to 
at least two drugs with different modes of action. That this 
general principle applies specifically to isoniazid is suggested 
by the observation that no tubercle bacilli resistant to either 
isoniazid or streptomycin have been encountered in cultures 
exposed simultaneously to therapeutic concentrations of the 
two drugs, although strains resistant to both have been 
obtained by successive exposure to these compounds. 

Still another hazard in the use of these drugs is that 
of inadequate dosage. Since there has not yet been time for 
adequate long-term evaluation of different dosage schedules 
for the different forms and stages of tuberculosis, it is 
obvious that no statement about optimum dosage or duration 
of administration can be made. It should be equally obvious 
that, until such information is available, use of the drugs 
should be limited to institutions where rigidly controlled 
observations on different treatment schedules can be made, 
recorded, and pooled with those of other institutions for 
final evaluation. Random use of the drugs on an empirical 
basis result only in waste, inefficiency, inconclusive results, 
and harm to some patients. 

While there have been few toxic reactions to these drugs 
to date with the doses used, such reactions must be watched 
for carefully during and after pregnancy. According to the 
Committee of Therapy of the American Trudeau Society, 
‘isolated instances of susceptibility to the effects of other 
drugs (particularly epinephrine, ephedrine, atropine, and 
demerol) and even deaths have been reported in patients 
receiving isoniazid or its isopropyl derivative, but the causal 
relationship has not been clearly established. Minor untoward 
effects which have been reported are hyperreflexia, constipa- 
tion, postural hypotension and dizziness, difficulty in starting 
micturition, eosinophilia, and the appearance of casts, albumin, 
and reducing substances in the urine. Routine precautions 
during treatment should include frequent neurologic examina- 
tions, blood counts, urine analyses, and tests for renal and 


hepatic insufficiency. As both drugs are excreted through 
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the kidneys, impairment of renal function may result in the 
cumulation of toxic concentrations of the drug in the body. 
For this reason, the renal function should be measured before 
treatment and, if it is impaired, the dose should be reduced 
accordingly. 

These facts must be considered carefully by every physi- 
cian contemplating the use of one of the new drugs in a 
patient with tuberculosis.—/j./.M.A., Ed., 149: 1224, 1952. 


Secr-Demanp Feepinc A Maternity 


ILLINGWORTH AND OTHERS (Lancet, 1: 683, 1952) write: 

106 babies in a maternity unit of Jessop Hospital, 
Sheffield, were fed on a rigid feeding schedule of 6 feeds in 
twenty-four hours (the ‘‘rigid group’’) and 131 babies were 
fed on demand (demand group). In the latter group demands 
were more frequent between the fourth and seventh days. 
On the fifth day 36 babies (28-6 per cent) demanded 8 feeds 
or more and 2 babies (9-5 per cent) demanded g feeds or 
more. The ‘‘demand group’’ gained weight faster than those 
on a “‘rigid schedule.’’ By ninth day 49-1 per cent of the 
babies in the demand group had regained their birth weight 
compared with 36-1 per cent of those in the rigid group. 
There was a strong positive correlation between the weight 
gained and the amount of milk taken in twenty-four hours 
and the quantity of milk taken from the mother’s breast 
shown by the test feeds. There was a positive correlation 
between the number of feeds taken in twenty-four hours and 
the breast in that period. 

There were more than twice as many cases of over- 
distension of the breast and soreness of the nipple in the 
rigid group as there were in the demand group. 27-4 per cent 
of the mothers in the rigid group developed soreness of the 
nipple compared with 12-9 per cent in the demand group; 
34-0 per cent of the rigid group developed overdistension of 
the breast compared with 16-9 per cent of the demand group. 
81 per cent of the babies of the rigid group and 94-4 per cent 
of the demand group were discharged fully breast fed. At 
the age of one month 64-5 per cent of the rigid group and 
80-3 per cent of the demand group were fully breast fed. 

There was no significant difference between the incidence 
of breast feeding in the mother who had over-distension of 
the breast in the rigid or demand groups either on discharge 
or at one month. At one month 85-7 per cent of the mothers 
in the demand group were fully breast feeding their babies, 
and 80-5 per cent of those in the rigid group. This figure 
corresponds closely with the figure of 80-2 per cent for the 
mothers in the demand group who did not have overdisten- 
sion. But only 55-9 per cent of the mothers in the rigid 
group who had no overdistension were breast feeding their 
babies at one month. 

It was concluded that self demand breast feeding by 
causing better emptying of the breast, and leading to less 
frequent soreness of the nipples than a rigid schedule, had 
a favourable effect on the establishment and maintenance of 
lactation. 


VoMITING tn THE NEWBORN 


Mason-Brown (Edinburgh M. J., 539: 51, 1952) writes 
that vomiting in the newborn may be caused by neonatal 
obstruction. Most of the newly born babies who vomit at 
birth are suffering from cerebral trauma but if vomiting is 
persistent and bile stained, the author recommends investiga- 
tion based on an accurate history, clinical examination, 
including that of vomitus and stools and radiology. Early 
vomiting indicates either complete obstruction or one high 
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up. The absence of bile, frequent choking on its own mucus, 
the relief of cyanosis by repeated aspiration, the continuing 
presence of a finely aerated froth indicate oesophageal atresia 
Pyloric stenosis starts later and symptoms get progressively 
worse. Duodenal obstruction being usually below the ampulla 
of Vater produces a bilious vomit. If incomplete or due to 
volvulus neonatorum, vomiting is often delayed to the third 
day. Normal meconium is passed in incomplete obstruction. 
None is passed in meconium ileus and small dry stools of 
mucous casts in complete obstruction. Clinical examination 
may reveal local distensions or visible peristalsis and in those 
with diaphragmatic hernia the stomach may appear small. 
An inguinal hernia may be discovered especially in premature 
infants. The diagnosis may therefore be suspected in many 
cases and just as for the surgeon it is more dangerous to 
procrastinate than operate, so delay in investigation may 
spell disaster. Investigation radiographically includes a 
straight x-ray for locally distended coils or for calcified 
meconium and a lipiodol examination via a stomach tube. 
The author discusses the preoperative and post-operative 
management, the anwsthetic, the vulnerability to infection, 
the details of operation. He gives encouraging revival rates 
for congenital diaphragmatic hernia, intestinal obstructions 
(17 out of 32 survived). As these children have a normal 
expectation of life, he bids those in charge of the newborn 
““to distinguish between the medical and surgical types of 
neonatal vomiting. and to secure the earliest treatment of 
babies with organic obstructions’’. 


GASTROINTESTINAL ALLERGY IN INFANCY 


Ros&nsitum anp Rosensium (Pediatrics, 9: 311, 1952, 
Ref. Indian J, Child Health, 1: 684, 1952) report on a series 
of 60 infants having gastrointestinal disturbances which ap- 
peared to be on an allergic basis, and correlate the clinical, 
evidences of allergy with the demonstration of rectal eosino- 
philia. This study covered a period of 16 months. 

The common symptoms were diarrhoea, vomiting or colic, 
either alone or more often in combinations. Diarrhea was, 
the most common symptom, being almost twice as common 
as vomiting or colic. Marked stool eosinophilia in these 
infants was present only when symptoms were active, and 
subsided when symptoms disappeared; however, some eosino- 
philia could almost always be demonstrated. The eosinophils 
in the stools are best found in the mucoid portion of the 
stool when fresh specimens are examined; a specimen obtained 
by insertion of the finger is very satisfactory. The specimen 
is allowed to dry without heat and undiluted May-Grunwald 
stain is applied for 30 seconds then diluted with an equal 
quantity of distilled water, and washed after a further 
30 seconds; eosinophils generally appear bright red and 
granules are clearly visible. In contrast to these 6c cases 
who had an allergic basis and stool eosirophils, in 76 other 
infants with diseases in which no allergic basis could be 
determined no eosinophils were found in the stools. 

Though the stools in these allergic diarrhosas were 
generally loose and frequent, the outstanding macroscopic 
feature was the abundant mucus; the stools did not have 
the foul purulent appearance of infectious diarrhoeas. Except 
three cases which were severe enough to require hospitalization 
for administration of parenteral fluids, the general physical 
condition of the infants remained remarkably good. While 
the age of onset was predominantly in the early months, 
35 per cent began after the third month, and a few after 
the first year. Spontaneous remissions and exacerbations 
occurred in some cases. Most of these patients were removed; 
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cow's milk was the most common offender. During recovery, 
the stools became normal and eosinophils were reduced or 
absent. 

Vomiting which occurred early in infancy, generally in 
the newborn period, varied from slight regurgitation to 
projectile vomiting with pyloric waves being often present 
even in the absence of pyloric stenosis; these infants generally 
gained weight and remained in good health in spite of 
protracted vomiting. The stools of these infants contained 
abundant mucus even in the absence of diarrhwa. Medical 
treatment having failed surgery was successfully accomplished 
in 11 cases of pyloric stenosis, 7 of which showed stool 
eosinophilia; if allergy was present in the other 4 cases who 
did not show stool eosinophilia, it had not yet been obvious. 


Colic which responded to removal of allergenic foods 
though not to ordinary formula changes was seen most in 
the first three months though not always so, as 5 cases 
began after the third month and one at the end of a year. 
The physical condition was good, but these infants were 
fretful and unhappy, some had severe cramps. Again the 
commonest offender was cow's milk. 

A high incidence of allergic manifestation was observed 
in these infants, with a positive family history in 83 per cent 
of the cases. Eczema occurred in 32 per cent of the cases, 
asthma in 17 per cent. Attacks of wheezing and croup 
(particularly of the spasmodic type) were related to upper 
respiratory infections; these responded to adrenalin in the 
same way as asthma. Several of these infants had attacks 
of rhinitis with profuse nasal discharge, the latter containing 
large numbers of eosinophils. 

Treatment was by removal of the offending foods from 
the diet. The most common offender was cow's milk, and 
changes in the diet generally involved some modification of 
cow's milk. Mild cases responded to evaporated cow's milk 
and if this failed other milk substitutes like goat’s milk 
either plain or canned, Nutramigen or Mull-soy gave good 
results. In substituting one formula or another, one week's 
trial was necessary before drawing conclusions. It was 
observed that symptoms would return after reintroduction of 
offending foods. When these infants were adjusted to a 
satisfactory formula, new foods were cautiously introduced 
into the feeds, one at a time. Barley cereal and meat rarely 
caused trouble, wheat and eggs were common offenders. 
After 6 to 9 months on this therapy, most infants could 
tolerate cow's milk. The authors conclude that a good test 
for the cure of food allergy is the reduction of stool eosinophilia 
and the disappearance of symptoms when the allergenic food 
was removed from the diet. 


A Case oF OPHTHALMOPLEGIA IN CHILDHOOD DUE TO 
MYASTHENIA GRAVIS 


CHANDY AND oTHERS (Indian J, Child. Health, 1: 647, 
4952) in giving a brief general description of myasthenia 
gravis point out that it is a disease of derangement of the 
myoneural junction, most probably either under production 
or excessive destruction of the acetylcholine by cholinesterase. 
Whether this cholinesterase is formed by the lymphorrhages 
in thymus and in the involved muscles, and act on the 
myoneural junctions in the involved muscle which may have 
been deranged to be sensitive to this cholinesterase is a 
matter of speculation. A case of myasthenia gravis in child- 
aood who hed gone on with the disease for 7 years is 
described. The disease was controllable, with prostigmine, 
but thymectomy did not show any further improvement. 
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The failure of thymectomy to give complete relief may be 
due to the long duration of the disease forming abundant 
lymphorrhages in the involved muscle. 


PERTUSSIS 


LapocceTTa AND Dawson (Am. J. Dis. Child., 84: 184, 
1952) write that eighty-five patients with pertussis were 
treated with 50 mgm. of aureomycin per kildgram of body 
weight daily for 10 days, and 74 parallel controls received 
chemotherapy, penicillin, streptomycin, or sulfadiazine. 

The difference in this course of pertussis between thr 
aureomycin-treated patients and the control group under one 
year of age is slight and not statistically significant. 

There was no apparent marked advantage in the course 
of pertussis from treatment with aureomycin over the treat- 
ment used in the control group when treatment was started 
after the first week of disease. 

There appears to be no evidence to show that aureomycin 
gives significantly better results in the treatment of pertussis 
than does supportive treatment including no antibiotics, 
penicillin, streptomycin or sulfadiazine. Aureomycin is a 
valuable adjunct to the medicaments for the treatment of 
pertussis but does not appear to exert a curative effect on 
the disease. Along with other measures, including use of 
oxygen, sedation, nasopharyngeal aspirations, and proper 
nursing care, aureomycin may be of value in the manage- 
ment of the disease. The value of good nursing care cannot 
be overemphasized for the successful treatment of pertussis. 


TREATMENT OF CHILDREN’S FRACTURED PERMANENT ANTERIOR 


Braner (Indian J. Dent. Rev., 21: 374, 1952, courtesy 
J. Am. Dent. A.) gives in the following lines the summary 
of his observations on the treatment of children’s fractured 
permanent anterior: 

A minimum of four examination requirements are recom- 
mended for a patient with a fractured central incisor; namely, 
(a) obtaining the history of the accident, (b) determining the 
relative firmness or mobility and the alignment of the tooth 
involved. (c) checking for vitality, and (d) the making of 
reentgenographic survey. 

Anterior permanent teeeth which have been fractured or 
displaced may be divided or classified into the following types 
for purposes of treatment: (a) coronal fracture with little, 
if any, dentin exposed; (b) coronal fracture with varying 
degrees of exposed dentin, without pulp exposure; (c) coronal 
fracture with vital pulp exposure; (d) root fracture without 
coronal involvement; (e) coronal and root fracture with or 
‘vithout vital pulp exposure; (f) coronal fracture with or 
without root fracture, non vital pulp; (g) the displacement 
of anterior teeth with no coronal or root fracture. 

A tooth with a coronal fracture and vital pulp, with 
considerable dentin exposed but without pulp exposure, should 
have a protective covering for a period of three to six months, 
if the blow was received within recent hours or days. 

A vital pulpotomy is accomplished when the pulp is 
exposed and when there has been no displacement of the 
teeth. : 

A coronal fracture, wherein appreciable dentin is ex- 
posed, generally is restored by a modified three-quarter crown 
with an anterior silicate window. Such restorations are placed 
from three to six months after the accident, provided the 
tooth is firm, in acceptable alignment and the pulp is vital. 

Root fracture in anterior teeth with vital pulps in many 
instances present a favourable progncsis. 


— 
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CURRENT TOPIC 


ANTIBACTERIAL SUBSTANCES FROM SOIL, PLANTS 
AND OTHER SOURCES 


A symposiom on ‘Antibacterial substances from soil, 
plants, and other sources’ was held on 26th and 27th March, 
1953. in the st. Xavier's Hall, Bombay, under the auspices 
of the Pharmaceuticals and Drugs Committee of the Council 
of Scientific and Industrial Research. Dr. B. Mukerji, 
Director, Central Drug Research Institute, presided. 


Dr. K. A. Hamied, Sheriff of Bombay, delivered the 
inaugural address. Among the distinguished visitors present 
were Sir Alexander Fleming and Professor C. Heymans, both 
Nobel Laureates. 


Twenty-one papers dealing with the isolation, testing, 
standardization, therapeutic uses and mode of action of anti- 
bacterial substances from various sources were read. 


A paper dealing with the extraction, purification, crys- 
tallization, bacteriology and pharmacology of Pristimerin, the 
antibacterial principle from Pristimera indica, was presented. 
This substance was reported to be active against gram positive 
micro-organisms in general and in particular against the 
viridans group of streptococcus as indicated by the laboratory 
studies and clinical trials. The chemistry of Pristimera which 
is being carried on in collaboration with the National Chemical 
Laboratory, Poona, was also discussed. Besides the above, 
investigations on antitubercular activity of principles isolated 
from Indian lichens being carried on in collaboration with 
the chemistry department of the Delhi University were also 
reported. 


One worker presented data comparing the effects pro- 
duced by streptomycin and isoniazid, while another paper 
dealt with the factors responsible for the sensitiveness and 
resistance of bacteria to penicilin. The isolation and the 
antibacterial properties of a substance isolated from Zanthoxy- 
lum rhetsa, a plant commonly used for the treatment of 
dyspepsia and diarrhea, was also reported. 


The workers from Bangalore reported the isolations of 
an anti-bacterial substance from Garcinia with special refer- 
ence to Morellin, and Pterygospermin, the antibiotic prin- 
ciples of Moringa Pterygosperma. A chromatographic method 
for the identification of antibiotics from fermented beers and 
the preparation of indigenous substitutes for the corn steep 
liquor, an essential constituent in the production of penicillin, 
were also described. 


One of the papers presented by the Calcutta group of 
workers described isolation and characterisation of antibacterial 
agents from some of the higher fungi whereas another con:ri- 
bution related to the studies on the production of antibiotic 
substances by a Streptomyces species. 


The Lucknow group of workers presented papers on 
various aspects of research on antibacterial substances. One 
paper dealt with the production of an antibiotic from a 
bacillus, isolated from a sample of soil in one of the local 
gardens while another discussed the possibilities of production 
of antibiotics by higher myxobacteria—a group of organisms 
hitherto unexploited. A third paper dealt with antibiotics 
and drug resistance, Two more papers dealing with the 
mode of action of antibiotics were also presented by this 


group. 
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NOTES AND NEWS 
WHO STATISTICS ON HEART DISEASE AND CANCER 


Heart disease and cancer are still the biggest ‘‘killers’’ 
in Europe and the U.S.A., according to statistics published 
by the World Health Organization. Heart disease, however, 
claims more deaths than cancer in these countries. 

In Britain, 151,800 people died of heart disease compared 


with 95,300 deaths through cancer in 1950. In the U.S.A., 
the figures were 532,000 and 210,000, respectively. 

In Western Germany, deaths through heart disease 
amounted to 80,000 and cancer 83,000. In France heart 
diseases accounted for 89,000 deaths and cancer 74,000, while 
in Italy the figures were 82,000 and 49,000, respectively. 

In Japan, tuberculosis 120,000 deaths in 1950 
followed by cancer with 67,000 and heart diseases with 50,000, 


caused 


WORLD CANCER DAY 

On the necessity of observing a World Cancer Day, 
Rajkumari Kaur said: ‘‘( ancer causes its ravages among the 
people of the entire world. It knows no barriers of age or 
sex or of social and economic Scientific know- 
ledge has not advanced far enough to reveal to us the exact 
method by which healthy tissues become cancerous. Cancer 
of certain parts of the body is more common in some people 


environment 


than in others. 

“A constant exchange of information on all these matters 
between different countries is therefore essential 

“Keeping these facts in mind, the delegates of 45 natioris 
who met in Paris in 1950 at the Fifth International Cancer 
Congress unanimously voted that such a day should be 
observed every year in all countries represented by them in 
order to intensify the struggle against cancer. I am glad to 
say that India was one of the participating countries. 

“Our fight against this fell disease should be pursued 
along three definite lines: — 

(i) Early detection of the disease and the commencement 
of an immediate and effective treatment for it 

(ii) Continuation of investigations on cancer, particularly 
directed towards improved methods of detection and treat 
ment as also investigation on contributing to the 
origin and development of the disease in order to enable us, 
if possible, to adopt suitable methods of prevention. 

(iii) A solution of the social problems posed by cancer, 
These would vary in different localities and environments, but 
they would all be concerned with (a) timely aid and care 
of the sick, (b) alleviation of the miseries caused by the 
disease and (c) provision for hospitalizing both the curable 


factors 


and incurable cancer patients."’ 
POST-GRADUATE MEDICAL FELLOWSHIPS 

The Rockefeller Foundarion recently announced a grant 
of Rs. 5,50,000 to the Indian Council of Medical Research 
for post-graduate medical fellowships. The Council will help 
train in the next three years additional Indian medical students 
to teach in India’s medical colleges. 

The foundation announcing the grant statede “At present 
there is a shortage of faculty in the medical colleges espe- 
cially in junior posts. The Council which is already sup- 
porting 26 trainees annually will add another 25 each year. 
Ordinarily each fellowship will last for two years." 


HYGIENE INSTITUTE’S NEW DIPLOMA COURSES 


The All-India Institute of Hygiene and Public Health, 
Calcutta, will institute a new nine-month diploma course in 
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public health nursing from June 1. The course has been 
designed to train nurses possessing the senior nursing certi- 
ficate from any of the Nursing Councils of India or its equi- 
valent for positions at any phase of community nursing 
service. 

The fresh courses of the Institute for diplomas in public 
health, maternity and child welfare, industrial health, 
dietetics, Master of Engineering (Public Health) and certi- 
ficate courses in biometric technique also commences from 
June 1. 


DIET SURVEY IN INDIA 


The latest diet survey in India reveals that the Punjabi 
diet is the richest in calorific value, while Bhopal’s diet is 
considered one of the poorest. 


Against the average calorie value for all diets in India, 
reckoned at 2,336, Punjab (I)’s average figure was as high 
as 3,330, while Bhopal’s average was 1,918. 


The average nutritive value of foods consumed in other 
States are: Assam, 2,496; Bihar, 2,277; Bombay, 2,222; 
Coorg, 2,726; Delhi, 3,292; Hyderabad, 2,690; Kashmir, 3,158; 
Madras, 2,068; Mysore, 2,889; Orissa, 2,617; Travancore, 
2,316; Uttar Pradesh, 2,648; West Bengal, 2,971. 


Only in 332 groups, or barely 42 per cent of the surveys 
made, was the average consumption of calories per day found 
to exceed the 2,500 level. In about 15 per cent of the surveys 
the daily intake exceeded 3,000 calories and in about 9 per 
cent of the surveys the upper limit was only 1,500 calories 
per day. 

The report draws the conclusion that in an appreciable 
percentage of families the intake of calories was below the 
desired level. In other words, the consumers in such families 
were not having enough to eat. 

The report of the diet survey also indicates the percentage 
distribution of calories from the cereal and non-cereal sections 
of diet. In Ajmer, for instance, the percentage of calories 
from cereals is as high as 97. 

In a reasonable balanced diet, however, cereals should 
contribute about 60 per cent of the total calories. In most 
States, the cereal quota was found to contribute approxi- 
mately 70 to 80 per cent of the total diet average. 

To most people in India, non-cereal food is not easily 
available due to high prices. This accounts for the increased 
cereal element in the diet. This is considered an unhealthy 
feature. 

Industrial labourers, for their higher energy requirements, 
consume a larger percentage of calories, derived from fats. 
The average diet of the student, on the other hand, possesses 
a higher nutritive value than that of industrial workers. 
Students appear to derive their high percentage of calories 
from pure enérgy foo% such as ghee, sugar and jaggery, in 
preference to the calories obtainable from milk or meat. This 
is not considered a happy feature. It needs to be remedied 
with proper education says the report. 

An average healthy person, it is stated, requires 60 grams 
of proteins. The average figures for intake of proteins for 
each State vary between 53 grams in Madras to 107 grams 
in Ajmer. The mean figure for the whole of India was 
63 grams. 

Individual figures for the States are all above 60 grams 
except those pertaining to Travancore-Cochin and Madras. 
The percentage derived from animal foods varied from 1 to 22. 
In 11 out of the 17 States surveyed, the quota of animal 
protein did not exceed 10 per cent of the total intake. 
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The daily requirement of calcium is estimated at 1 gram 
per adult. In 597 surveys, or about 57 per cent of the groups 
investigated, consumption of calcium did not exceed 600 mgm. 
per day. The report also draws the conclusion that the con- 
sumption of vitamins was also much below the desired level 
among most consumers. 


T. B. HOSPITAL AT JAMSHEDPUR 


The Ardeshir Dalal Tuberculosis Hospital at Jamshedpur 
was opened on 27th March by Dr. Srikrishna Sinha, Chief 
Minister of Bihar. The institution aims to provide not only 
the normal facilities of a T. B. hospital but also occupational 
therapy for patients under treatment or while convalescing. 
The means for occupational therapy such as workshops and 
the like will also be utilized to enable the families of patients 
to maintain themselves while the patients are under treat- 
ment. Employees of the Tata Iron and Steel Co. and asso- 
ciated concerns will be admitted to this hospital free of 
charge. 

The equipment of the hospital, which is on modern lines, 
includes a small operation theatre and a 500 mA _ x-ray 
apparatus with accessories for serial and layer radiography. 
The hospital has accommodation for forty patients. 


THE COLLEGE OF GENERAL PRACTITIONERS 

The first meeting of the fully constituted Foundation 
Council of the College of General Practitioners was held 
recently in London. At this meeting, an important change 
in the policy of the college was made and it will be noted 
that, whereas under the original regulations, Membership and 
Associateship were confined to practitioners with qualifications 
registered with the General Medical Council, it is now in order 
for any general practitioner with equivalent registration in 
a country or State within the British Commonwealth and 
the Republic of Eire to join the College without further 
formalities. 


COURSE IN POST-GRADUATE GASTROENTEROLOGV 

The National Gastroenterological Association announces 
that its Fifth Annual Course in Post-graduate Gastroentero- 
logy will be given at the Hotel Biltmore in Los Angeles, Calif. 
on 15th, 16th, 17th October 1953. 

The course will again be under the direction and co- 
chairmanship of Dr. Owen H. Wangensteen, Professor of 
Surgery of the University of Minnesota Medical School, who 
will serve as surgical co-ordinator and Dr. I. Snapper, 
Director of Medical Education, Cook County Hospital, 
Chicago, Ill., who will serve as medical co-ordinator. 

Drs. Wengensteen and Snapper will be assisted by a 
distinguished faculty selected from the medical schools in and 
around Los Angeles whose presentations will cover: all planes 
of gastrointestinal diseases and problems. 

One complete session will be devoted to a Clinic at the 
College of Medical Evangelists at Loma Linda. 


INTERNATIONAL CONGRESS FOR MICROBIOLOGY 


The Sixth triennial session of the International Con- 
gress of Microbiology will be held in Rome between the 6th 
and the 12th September 1953. All persons interested in the 


subject of microbiology can become members of the Congress 
to entitle them to attend the scientific meetings and to pre- 
sent original papers, receive official publications of the Con- 
gress, membership card, invitations to receptions and excur- 
sions. 
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CORRESPONDENCE 


The Editor is not responsible for any views 
expressed by the contributors 


SALT DEPLETION 


Sir,—I am very much interested to note in the article 
on ‘Salt Depletion’’ by Dr. Mirle Puttaiya (April, 1953) a 
simple diagnostic test for salt depletion, the end point 
appearing anywhere between one and five drops depending 
upon the severity of the case. 

It appears from his article that Fantus’ test 
employed in cases where urinary excretion of chloride was 
low due to loss of sodium chloride via gastrointestinal secre- 
tions. But there are cases where salt depletion occurs in 
an occult manner through the urinary passages e.g.. in 
Addison's disease, osmotic diuresis, metabolic acidosis and 
in rare condition like salt losing nephritis. Can Fantus’ test 
be profitably employed in these cases, the end point reaching 
say at 6, 7 or more drops of AgNO, solution? 


Salt dep'etion categorically means sodium depletion and 
the test mentioned cannot possibly give any idea of urinary 
sodium. 

I shall be grateful if the author clarifies these points 
through your columns. I am, etc. 

Calcutta, 6-4-53. B. Gupta (m.B.). 


Srr,—I have to thank Dr. Gupta for asking me to 
clarify some points in connection with my paper on ‘Salt 
Depletion’ since published in your magazine. He has afford- 
ed me an opportunity to indicate the limitations of the 
application of Fantus’ test. I did not wish to dilate on this 
test very much in my paper. As always happens when you 
attempt to simplify matters you always sacrifice some 
essential details. 

Fantus’ test is just a chemical test to establish the 
presence of salt in urine. Under certain circumstances, 
characterised by definite physical states in a person whose 
urine is subjected to this test, it can give an idea about the 
salt concentration in the blood. Not only is it qualitative 
but the strengths of the testing solutions have been so 
adjusted as to make the test quantitative also. 

One of the functions of sodium chloride is to maintain 
the constancy of the environment of the cells. This is 
effected only if the kidneys are functioning properly. The 
plasma sodium chloride concentration is 560 to 630 mgm. 
per 100 c.c. If this level increases as when there is excessive 
intake of salt with food (the average daily requirement of 
an adult is 10 to 15 gm. per day) or when there is resorption 
of exudates of the body the concentration of sodium chloride 
of blood increases. The kidneys will begin excreting sodium 
chloride in urine till the normal level is reached and will 
stop further excretion if the plasma level falls below normal. 
There is a daily output of about 1o gm. of salt in urine 
in 24 hours and the intake usually exceeds the body require- 
ments and the surplus is excreted in urine just as in the case 
of water. Normally the excretion of Na in urine keeps pace 
with Cl and that of sodium chloride in urine with that of 
the blood. But when there is an upset in the acid-base 
equilibrium this agreement is disturbed. The ability of the 
kidneys to excrete Na and Cl together has, therefore, an 
important bearing on the administration of the salines. 


There is an upper limit to the ability of the kidneys to 
excrete salt in urine. 


In adults urine can only attain a con- 


centration of 2 per cent of salt and not more and in children 
this level is much less. In damaged kidneys, this concentra- 
tion cannot become more than 0-4 per cent. If the kidneys 
have to deal adequately with the ingested salt, the following 
conditions should be present. The kidneys should be healthy, 
the quantity of salt taken with food or parenterally should 
be only so much as a 2 per cent concentration in urine can 
deal to maintain the salt balance properly. Lf the ingested 
salt has to be excreted as NaCl, there should not be a 
gross upset of acid-base-equilibrium, 

li, therefore, Fantus’ test has to give an accurate indica- 
tion regarding the state of chioremia, the kidneys should be 
functioning properly concentrating urine suffiaently and there 
should be no serious upset in acid-base equilibrium in blood 
so that the kidneys could excrete Na and Cl together. Also 
the suprarenals should be healthy as otherwise there would 
be excessive excretion of salt in urme though the concentra- 
tion in the blood be normal or even less than normal. 

Salt excretion in urine decreases in convalescence from 
acute pyretic diseases. severe dehydration, in a@dematic states 
and renal diseases. he trst two states satisly the conditions 
necessary for Fantus’ test to be a reliable indicator as the 
state of chloremia. The manifestations of alkalosis and 
acidosis in dehydration are of secondary importance as com- 
pared to the loss of osmotic pressure of the extracellular 
fluid as the kidneys automatically restore the acid-base 
balance by appropriate differential excretion of Na and Cl, if 
is administered along with sufficient water (H. L. 
But this will not apply to acid-base upset obtain- 
ining in metabolic acidosis. In the last two states the test 
therefore fails to give a correct indication, Similarly, in 
Addison's disease, the test is not applicable as the concentra- 
tion of salt in urine has no relationship whatsoever to its 
concentration in blood. In osmotic diuresis and salt-losing 
nephritis due to selective excretion of water and salt in urine 
respectively the salt concentration in urine has no bearing 
on that in the blood. 

I quite agree with Dr, Gupta’s observation that ‘Salt 
Depletion’ categorically means Na-depletion as sodium-ion is 
more important from the osmotic standpoint falls and data 
regarding falls in sodium levels would be more relevant; also 
that Fantus’ test does not give any idea of urinary sodium. 

In spite of the above mentioned limitations of the 
application of Fantus’ test, it is such a useful test particularly 
for us in tropics where heat effects are so common to deter- 
mine when it is necessary to give salines and when not, that 
it has come to be incorporated in the 1951 edition of Hutchison 
and Hunter's ‘‘Clinical Methods’’, while H. L. Marriott men- 
tions in his article referred to by me previously—-‘‘It is my 
belief that means for performing this simple test should be 
available in all ward test-rooms and in every doctor's bag’’. 
I am, etc. 


salt 
Marriott). 


Bangalore, 25-4-53.- Purtarya. 
SHIFT SYSTEM OF TRAINING IN 
MEDICAL COLLEGES 

Str,—The last All-India Medical Conference in Patna 
passed a resolution viewing with grave concern the recom- 
mendation of the Indian Medical Council to adopt double 
shift system of training in medical colleges on the ground 
that it will lower the standard of medical education. Those 
who were in favour of this system wanted it to be intro- 
duced in the preclinical stage only and wanted to suggest 
the upgrading and affiliation of the existing non-teaching 
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general and maternity hospitals in the area of the existing 
medical colleges and in outlying cities. 

We feel that the subject was not considered dispas- 
sionately in all its aspects at the last Conference. The 
Medical Council is expected to see that the adoption of this 
system does not lead to the deterioration of the standard. 
The Council sends its Inspectors periodically to visit the 
medical colleges for this purpose. We believe that the 
reasons that led the Medical Council to recommend the double 
shift system is the great dearth of properly qualified doctors 
in India and the difficulties in establishing new medical 
colleges in a short time. The dearth of independent profes- 
sional staff for the new medical colleges is also another 
factor favouring the introduction of double shift system in 
the existing medical colleges. 

We, therefore, request you to publish in your journal 
the point of view of those who were in favour of the shift 
system under certain conditions for the information of those 
who did not attend the Conference. 


The Planning Commission has also emphasised in_ its 
latest report this dearth of qualified doctors in India. At 
present 2,500 students only are admitted every year to 
30 medical colleges in India. The Commission (in Chapter 
XXXII para 73 of the report) has fixed the target of 4,000 
yearly admissions by the year 1955-56, ie., 60 per cent 
more than the present number in the course of three years. 
The number of students that seek admission to the medical 
colleges every year must be about 6,000, judging from the 
figures of Bombay State. It is a tragic sight to witness this 
bar to the admission of so many students. 

We were surprised to find some responsible doctors 
alleging during the last medical conference that there was 
no dearth of doctors because about 100 doctors from West 
Bengal went to Burma on service. Surely this only means 
that these doctors found better emoluments in Burma and 
not that they are too many in India. Doctors are going to 
East Africa every year on the same ground but nobody 
thinks that, that points to an excess of doctors in India. 


A former Health Minister of a State held that there was 
no need to increase the number of medical colleges in that 
State because doctors passing out of them did not go to the 
mofussil. The statement is not quite correct as we find that 
qualified doctors have settled in all taluka towns and in 
many village panchayats also. If there were better educa- 
tional facilities in these areas more would go; but the main 
teason is the dearth of such doctors. When the cities 
become so crowded with them that they don't get enough 
for their maintenance they will automatically move into the 
interior parts of India. If we really believe that people 
living in village areas have as much right to get proper 
medical attendance as the city people have the solution lies 
in increasing the number of such doctors and improving the 
village areas in education and better transport. The Five- 
Year Plan is meant to achieve all this. 

As stated above we are in favour of double shift in 
preclinical years only. The personnel for this viz., assistant 
professors, demonstrators, ete., will be readily available in 
the big cities and the expenses for this will be largely met 
from the extra students’ fees. This system will also inciden- 
tally prepare the teaching staff that will be required for the 
new medical colleges that are going to be established in out- 
lying cities. 

Slight changes in the existing medical colleges may be 
necessary. If these arrangements are made we fail to see 


CORRESPONDENCE 


JUNE, 1953 
how double shift could cause deterioration in the standard 
of education. 


The clinical training of these students .is to commence 
one and a half years after the introduction of double shift 
system. We suggest that a committee consisting of the 
surgeon-general of the State, the deans of medical faculties 
of the universities and the deans of the medical colleges 
should approach the non-teaching hospitals and advise the 
State Government on the steps to be taken to equip them 
for teaching purposes. 


The problem is not as simple as it appears to be but 
as the Central and State Governments are committed to 
provide funds and facilities for the training of a much 
greater number of students it should not be difficult for the 
committee to overcome the difficulties met with. 


We were sorry to find that the resolution recommending 
the starting of new medical colleges in mofussil areas was 
thrown out at the last Conference on the ground that patients 
in large numbers would not seek admission to mofussil 
hospitals! 

By mofussil we do not mean village areas. There are 
many cities in India with a population of one lac or more 
and with general and maternity hospitals whose combined 
bed accommodation is 400 or more. These when upgradea 
and co-ordinated will be able to train the students for at 
least the first year and a half of the clinical courses. The 
large population of these cities and the surrounding suburbs 
will ensure adequate and varied outdoor attendance of the 
patients for the clinical training of students. The Planning 
Commission has suggested that new medical colleges should 
be started in such outlying cities so that the extra expense 
to the State on the clinical training of medical students will 
be much less. The work of upgrading these hospitals should 
in our opinion be taken up immediately with the grants ear- 
marked for this purpose by the Planning Commission. 


Another advantage of this measure is that it will provide 
internship to all the students who will pass the final test 
examination and who will have to do internship for one 


year before the M.B.B.s. degree is conferred on them. When 
new medical colleges are later on started in these cities the 
hospitals will be found to be ready to admit the students 
for clinical training. This will improve the quality of their 
work also and will be a boon to mofussil areas. 

A Central Pathological Laboratory and a post-mortem 
room with facilities for teaching, and hostel accommodation 
for students and internees near these hospitals should receive 
early attention of the Central and State Governments. The 
Planning Commission has in para 74 Chapter XXXII drawn 
pointed attention to the up-grading of these hospitals. 


The double shift system in the present medical colleges 
may continue ever after the establishments of new medical 
colleges because by that time the non-teaching hospitals in 
these cities will be equipped for teaching and affiliated to 
the existing colleges. 

We feel that instead of waging a fruitless controversy 
at long range on this problem the I.M.A. should urge the 
Central and State Governments to appoint such Committees 
to go over this problem. We are, etc., 


(Dr.) U. B. Narayan Rao, 


Bombay, 
(Dr.) H. V. Titax. 


16-3-1953. 
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CONFERENCE, QUILON 


The Conference met at the Government House, Quilon, 
On 22-11-1952. About 200 members from all over the Travan- 
core-Cochin State and also representatives of the neighbouring 
districts of Madras attended the Conference. 


Col. K. G. Pandalai, who inaugurated the Conference 
said that the manufacture and sale of spurious drugs which 
had become rampant, was a great threat to the progress of 
medicine. He said that while it was necessary to make the 
country self-sufficient in the matter of drugs and instruments, 
particular care should be taken to ensure that quality did not 


Cor. K. G. Panpatar INAUGURATED THE CONFERENCE 


deteriorate. He said that while the practitioners of indigenous 
systems did useful service especially in the rurai areas, th 

should not use instruments and drugs about which they had 
not sufficient knowledge. He congratulated everyone con- 
cerned in starting in Trivandrum a Medical Teaching Centre 
of such great promise and hoped that care would be taken 
to provide the College and the Teaching Hospitals with first 
class equipment and teachers. He stressed the growing im- 
portance of preventive medicine and said that the future 
doctor would be judged more by his ability to prevent 
diseases than by his skill to cure. He said that a compre- 


CALCUTTA 


hensive Public Health Act like the Madras Act should be 
enacted in all the States and scrupulously enforced. also 
said that medical registration would be a mockery if gis- 
tered medical practitioners were allowed to practise. 


Dr. K. P. Raman Pillai, Chairman of the Reception 
Committee in his welcome speech pointed out the serious 
threat to the public health of the town of Quilon caused by 
the growth of industries, especially the eashew nut industry, 
without proper attention to sanitation and housing 


Dr. K. P. Raman 
CHAIRMAN OF Reception COMMITTEE 


He deplored the absence of a protected water supply or 
modern sanitary facilities in that important industrial town. 
He invited the attention of the Medical Association to what 
the American Medical Association was doing in tectin, 
the medical profession from the manufactere sale 
spurious drugs. 

Dr. C. O. Karunakaran, the President, in his introductory 
speech said that the American Medical Association and the 
Medical Associations in other advanced countries had a 
deciding voice in the matter of medical education, manufac- 
ture and sale of drugs, etc., because they were so efficiently 
organised and spoke for the profession as a whole. No 
Government could ignore their unanimous decisions. 


The Indian Medical Association had been handicapped by 
many obstacles, the opposition of the foreign elements who 
dominated the I.M.S. controlled civil medical service also, 
the caste distinctions of the profession caused by the co- 
existence of different grades of qualifications, the conflict of 
interests, between Government servants and private practi- 
tioners, and the political disintegration of the country. He 
said that they have now got over some of these difficulties 
and had begun to organise. But even before attaining full 
stature the Association was faced with momentous problems 
—the conflicting views on medical education, the pseudo- 
patriotic considerations behind the attempted revival of the 
indigenous systems, the restrictions on import of drags aps” 
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Dr. C. O. Karunakaran, 
PRESIDENT OF THE CONFERENCE 


imstruments, the manufacture of spurious and poor i 
instruments and drugs, etc. On all these they have to educat: 
both the Government and public. 


ScientTiric Session 


The Scientific Session began at 6 p.m., and was inaugu- 
rated by Dr. P. Arunachalam, Director of Medical Services, 


The President of the Association welcomed the speakers. 

Dr. P. Arunachalam in his inaugural address drew the 
attention of the audience to the scope offered for the advance- 
ment of modern medicine in the State by the opening of the 
Medical College in Trivandrum. He also mentioned some of 
the more recent developments in the treatment of diseases. 

Dr. J. Axel Hojer, Principal of the Trivandrum Medical 
College, then read a paper on ‘‘the Evolution of Preventive 
Medicine’’ and indicated the broad outlines of the growth of 
social medicine from its infancy a hundred years ago to its 
present position. 

Dr. P. Rama Rau, Madras, then spoke on the scope of 
radiology in the treatment of ‘Non-Tubercular diseases of the 
Lungs’’ illustrating his speech with numerous skiagrams. 


WResotutions Passep at THE CONFERENCE 


Y. This Association notes with regret and disappointment 
that the Part B States have not yet been given representation 
on ‘the Indian Medical Council notwithstanding the hopes held 
out by the Central Government about a year ago that imme- 
diate action would be taken in the matter. Resolved that 
the State Government and the Indian Medical Association be 

tested to move the Central Government immediately to 
the inequity. 


2. This Association views with grave concern the reported 
move of the Indian Medical Council to permit the introduction 
of shift system in the Medical Colleges, as this ig bound to 
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further deteriorate the already low standard of medical 
education, 

3. This Conference views with grave concern the present 
practice of unrestricted sale of antibiotics, special vaccines 
and poisonous drugs by the so-called chemists to unqualified 
practitioners including Vaidyas and Compounders and request 
the Government to enact the necessary measures to remove 
this serious threat to human lives. 

4. Resolved to bring to the notice of the Government 
the urgent necessity of giving the consideration to the views 
of the Medical Association through its accredited representa- 
tives, on all matters affecting the medical and public health 
problems of the State. 


IV HYDERABAD STATE MEDICAL 
CONFERENCE, NIZAMABAD 


The 4th Hyderabad State Medical Conference was held 
under the presidentship of Dr. Benkat Chandra, in a well 
decorated pandal in the Civil Hospital compound at Nizamabad 
on 30th November and ist December, 1952. About 160 
medical men from all over the State attended. 

* The proceedings started with Jana Gana Mana by 
Dr. Mrs. Kriparam of Adilabad. Dr. L. R. Deshpande, the 
Chairman of the Reception Committee in his welcome address 
narrated the historical importance of the city, the various 
medical and Public Health problems specially malaria, the 
poor economic condition of the State in general and his 
district in particular. 

Shri Phoolchand Gandhi, Minister, Health and Education 
thanked the Association for asking him to inaugurate the 
Conference and promised to extend his helping hand to all 
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such activities of the Association which would improve the 
th of people. 

Dr. B, Chandra, the President of the Conference, thanked 
the medical men for asking him to preside over the Confer- 
ence and promised to do his best to further the activities of 
Indian Medical Association. In his presidential dress 
Dr. B. Chandra said :— 


“The standard of medical education inspite of all efforts 
is gradually going down and it would be unwise if short term 
courses of 3 years are introduced again. For higher post 
graduate degrees like m.p., m.s., instead of each Gniversity 
conferring such degrees there should be one central strong 
examining body just on the same lines as I.P.S., I.A.S. 


Dr, B. CHANDRA, 
PRESIDENT OF THE CONFERENCE 


It is not wise to discourage our young graduates to go 
to U.S.A. or United Kingdom for higher studies, but cer- 
tainly the persons who want to go must be properly selected 
and should be of proper calibre. 

The Pathology Department of State Medical College 
should be overhauled. Post mortem facilities should be 
extended and a legislature should be enacted that whenever 
medical men deem it essential a dead body of any person 
should be subjected for post mortem. 

More X-ray plants and Radium should be made available. 


Senior men with proper experience and aptitude and zeal 
for teaching should be made as the heads of the departments. 
They should work whole time but they must be adequately 
remunerated. Congenial environment should be provided for 
such people and others who want to conduct research work. 


In these days when medical science is fast advancing it is 
not wise to s end high amounts on burnt out systems like 
Ayurved and Unani by providing courses of 5 years training. 
A State Government may. encourage these systems to the 
extent of serving At an out-patient department. If any 
research is to be done one Central College at Delhi will be 
sufficient. 

Three well equipped hospitals with 300 beds should be 
provided for three subas. For medical aid to the villages 
a fully organised chain of mobile units will render great relief 
to the villages. 

It is not fair to ask a medical man to go to villages for 
humanitarian work without giving him sufficient amenities of 
life and a sense of security about his future. 

It is essential that the Drug Act should be enforced in 
the State as early as possible. 

All medical men whether in service or private practice 
should not only become members of the Association but also 
must take active interest im all its affairs. 
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The Provincial Branch will hav» its own, building in the 
very near future where medical men will have scientific 
discussions and also recreational activities. 

Every one should extend his helping hand to raise a 
suitable memorial to late Dr. Major M. G. Naidu. who always 
stood for the upkeep of medical prestige, honour, upright- 
ness and maintenance of medical ethics in Hyderabad. 

In the afternoon the Scientific Session was held in the 
same pandal under the Presidentship of Dr. G. S. Melkot, 
Finance Minister of the State and a’ past President of the 
Provincial Branch. Major-General S. L. Bhatia, Inspector- 
General, Medica! and Health, inaugurating the session gave a 
detailed account of the various activities of the department. 

Dr. G. S. Melkot, in his concluding presidential address 
exhorted medical men to rise to the occasion and play their 
part in the five year plan and help the country in every 
possible manner. 


Resowutions Passep at THe CONFERENCE 


1: Whereas the increase of population has been out of all 
proportions to the general economic conditions of the State; 
and whereas this has resulted in continued «malnutrition and 
poor development of the health of children—the future citizens 
of the State on the one hand, and has given rise to increasing 
stress and morbidity amongst mothers in particular; 

It is hereby resolved that this Conference do urge upon 
the medical profession of the State\to undertake to educate 
the public in the advantages of scientific and rational family 
planning and give them all needed technical advice and 
wherever poe. assistance, as part of their routine profes- 
sional work. 

II; Whereas the, need for wider and more broad-based 
technical advice in the formulation of the Health Policy of 
the State has been reorganised; 

And whereas the Government of Hyderabad maar 4 
formed an Advisory Board of Health er 
amongst others, of regional representatives of the iydeebed 
Provincial Branch of Indian Medical Association, and whereas 
this Board has never met so far; 

And whereas it is imperative now to set ourselves to 
national planning for health; 

It is hereby resolved that while this Conference deplores 
the half-heartedness shown by the Government in taking 
consultations from this Advisory- Board, it is urged that a 
meeting of the Board be called forthwith when the plans of 
the Government, if any, be laid before it and a rational and 
scientific plan evolved for such expansion of State's health 
organisation as may be conducive to quicker, more obvious 
and more effective results 

111: Resolved that the Hyderabad State Government be 
requested to enforce the Drugs Act immediately. 

IV: Resolved that the hotels and coffee clubs be made 
to use processed milk substitutes thus releasing the fresh milk 
for the use of babies. 

V: Whereas it is becoming increasingly necessary to 
use antibiotics and other newer remedies for maintaining the 
health of the people; and whereas supplies of these in Gov- 
ernment institutions is very limited, this Conference urges 
upon the Department of Health to revise its policy in respect 
ef positively more effective and making 
them available for free use for the indigent, to achieve which 
the following remedial measures be adopted: 

(1) Enforcement of stricter controls in the use of these 
drugs thereby preventing its abuse. 

(2) Requesting the Government to exclude them from the 
purview of taxes as they are so essential to save the lives 
of people. 

( & Limiting the number of new dispensaries being opened 
till the basic conditions in the life of nation improve. 

VI: This Association urges the Government to improve 
the vital statistics in our State by: 

(i) Strict enforcement of Births and Deaths Act of 1949 
whereby the Registrars for births and deaths have to be 
appointed; 
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(iii) Insistence of birth certificates on every walk of life; 
fv) Enforcement of Infectious Diseases Act wherein all 
men must notify the notifiable diseases. 
(v) Insistence on death certificates by a medical man. 
Parers Reap at THe Screntiric SESSION 


1. Recent advanced treatment on Tuberculosis in West- 
ern Countries by Dr. M. K. Pandit; 2. T. B. Meningitis by 

isch: ; 3. Anmwsthesia by Nandakarni; 4. Acute Abdo- 
men by B. Dayanand Rao; 5. Use and value of BAL in 
Arsenical Encecaphalopathy by Shanker Rao; 6. Giardiasis 
by Dixit; 7. Reticulosis by Akthar Hussain; 8. Anemia 
by Ram Mohan; 9g. Vital Statistics in our Country and how 
to improve it, by V. Prahlad; 10. Study of natural history 
of the disease by Gopal Rao; 11. Granuloma inguanilis by 
Joshi; 12. Surgical treatment of Bells’ Palsy. by Venkat Rao; 
13. Value of rest in treatment of T. B. by Rahman; 14. 

inophilia by Amrit Narayan; 15. Coronary Thrombosis 


py Subbarayadu; 16, Im 
ies of medical men in 


XXI MYSORE MEDICAL CONFERENCE, 
BANGALORE 


The 21st Mysore Medical Conference was held in a 
on ey 6th, 7th and 8th, 1953. Dr. B. V. ulay, 
President the Indian Medical Association inaugurated the 
function. Dr. B. BR, Ramalinga Reddy, President of the 
Mysore Medical Association (Provincial. Branch of 1.M.A.) 

ided and Dr. Md. Shafi Mehkri, President of Bangalore 
Branch of the Indian Medical Association was the Chairman 
of the Reception Committee. After a pleasant invocation by 
Miss Chudamani. Dr. Mehkri gave a welcome to one and all. 
Dr. B. V. Mulay next made his inaugural speech. After the 
messages were read ¥ Dr. P. T. A. Chette, Organising 
Secretary, Dr. B. R. Ramalinga Reddy, delivered the Presi- 
dential address. Dr. T. S. Tirumurti, ex-President of I.M.A. 
attended the conference. 

The first item of the scientific session which commenced 

after, was a Seminar on Nutrition under the President- 
ship of Dr. T. Chandrasekhariya. The seminar was arranged 
wih previous examination of all the papers of the different 
authors so that there should be no clashing of ideas. Bio- 
chemists of the Central Food Techriological Institute, Mysore; 
Indian Institute of Science, Bangalore; Biochemical Resea 
Raboratory, Madras; the general practitioners and public 
health personnel, all took part in the proceedings. 

In the afternoon the section of preventive medicine met 
in session under the presidentship of Dr. V. N. Krishna- 
murthy. Four papers were -tead. The session in Tuberculosis 
followed with Be A. C, Shankara Iyer in the chair. 

The same evening there was a popular lecture 
Dr. M. Shivaram on ‘“‘Trends in Modern Medical Treatment’, 

i by the Health Minister Sri T. Channiah. The 

gical session commenced on 7-2-53 with Dr. C. V. Shan- 
karambal in chair. 17 papers were discussed. 

Medical section started in the morning of 8-1-53 presided 
over by Dr. S. UV. Govinda Setty. A lecture by Dr. T. S. 
Tirumurti on ‘‘First thi First in Medical profession’’ 
and by Dr. B. V. Mulay on Indian Medical Associatior, were 

ivered. 

Dr. B. V. Mulay inaugurating the conference said ‘‘For 

vement of the health of the country and her nationals, 

ical changes will have to be made in the field of sanitation 
and relief. The whole system of medical education has to 
be reoriented as on it depends the progress of health, relief 
as well as sanitation and the medical faculty’’. He _ con- 
tinued that ‘‘the I.M.A. has a definite plan of medical edu- 
cation well. thought out from all points of view, progress, 
8 , smooth working, finances and uniformity and _ the 
must unite to make the representation of I.M.A. 

views strongest, in the faculties and the councils.”’ Dr. Md. 
Shafi Mehkri, the chairman of the reception committee extend- 
ed a hearty welcome to the delegates and guests. In his 


tiorate anus by K. A. Rao; 17. 
ve year plan by Dr. G. S. Melkote. 
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speech he referred to the question of lower grade medical 

education, family ar uackery and medical help in 

rural nee Dr. B. R. R. Ready. the president in his 
ess, said: 


“We are living in an era when medicine in all its 
branches is making rapid strides in advancement. There has 
been practically no advance in the fundemental sciences 
without its influence on medical research and practice. 
Specialisation in different branches is the rule of the day and 
in many instances is overstepping the desired mark. «To 

uote only a few examples of this rapid progress in medicine 
may mention that the secrets of nutrition and of metabolic 
processes and the agents which govern them have been 
revealed; Hormones have been isolated and Vitamins synthe- 
sised, special reference required being CortiSone and Vitamin 
4912. .Jcugs have been produced which have practically re- 
placed the old galenicals. Bacteriology and protozoology have 
not only progressed in finding causitive organisms of disease 
but devised measures. of increasing individual immunity to 
infectious diseases. PActeriologists and chemists have toiled 
together to /bring forth newer Anti-Malarials, Sulphanamide 
Drugs, and ‘Antibiotics which have revolutionised our treat- 
ment of established disease and even altered its clinical 
pattern. Tuberculosis, Leprosy and Venereal Diseases have 
all been effectively tackled by the use of Chemotherapeutics 
and antibiotic agencies; diseases like Plague and Puerperal 
Sepsis are no longer looked upon with the dread they used to 
be in the pagt; the diabetic has a more hopeful outlook. Side 
by side we have much better methods 01 investigation into 
the causation of diseases. Improvement in the technique of 
Radiology has enabled us to visualise practically every crevice 
and cavity of the body and have advanced accuracy in 
diagnosis to an almost incrédible degree; radio active. Isotopes 
promise to solve many problems and add to our diagnostic 
and therapeutic kmplements. Surgery has been made more 
safe, and more daring operations are now undertaken. Suc- 
cessful extension of surgery to the brain. the lungs, and the 
heart have all been made possible through advances in 
diagnostic accuracy of instruments, improved methods and 
techniques of anesthesia, and measures for combating infec- 
tion, shock and hemorrhage by the use of antibiotics and 
blood transfusion. No:less has been the advance in the 
methods of preventive medicines. Large areas are now made 
free from the menace of Malaria; Epidemics are quickly 
brought under control by the use of powerful agents. 
Diseases like Tuberculosis and Leprosy which steadily spread 
and held little hope in the past of a control programme are 
now successfully tackled. The B.C.G. vaccination campaign 
has great promise of controlling Tuberculosis in the country. 
I may here mention that the Mysore State has been one of 
the earliest to launch an intensive B.C.G. vaccination cam- 
Paign ‘which is in brisk progress. Treatment of infections 
cases of Leprosy by the newer Sulphone Drugs controls the 
spread of the disease by reducing the infective foci. These 
are only some examples. 


All this progress and specialisation have not been 
altogether without the associated ills; to the specialists, man 
has lost his entity as a ‘‘whole man’'’—a Man with a body 
and mind. The humanism of medicine has faded to the 
background. Man is fragmented and his organs, tissues, cells 
and secretions are subjected to intensive study. That intimate 
man to man contact of the doctor and patient is fast dis- 
appearing. The Doctor of old wa’ the Friend, Philosopher 
and Guide. He treated the patient; encouraged him. He 
advised the family on preventive measures; educated them. 
He was identified as part and parcel of the tamily. He could 
even settle family disputes. In short, he had great oppor- 
tunities of shaping the thoughts of the community he served. 
At no time was such a contact so badly needed as at present. 
The rural population of the day are in urgent need of this 
Friend, Philosopher and Guide. The medical men is rapidly 
becoming a factor of the commercial world, and we have to 
struggle hard to regain the lost grip on the community we 
serve. Our young men, will have to go and settle down in 
the villages at inconvenience, and sacrifice of personal com- 
forts and pecuniary interests. They must become propa- 
gandists loosing no opportunity of educating the common 
man on environmental.and personal hygiene. They must 
study their cases from the point of view of social medicine. 
Then alone will they succeed in the practice of medicine. 
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I. A. 


The increasing number of Psycho-somatic disorders seen at 
the present day as a result of the ever increasing stress and 
strain of modern conditions of living bear ample testimony 
to my views. 

Against this background of rapid progress in medicine, 
what have we done in our country. The record is not alto- 
gether what is desired. We are far behind the advanced 
countries of the West in our standards both preventive and 
curative. This is due to variety of causes; financial limita- 
tions rank foremost; lower standard of general education of 
our masses whom we serve resulting in poor public co-operg- 
tion; meagre research facilities; and 1 am sorry to add the 
fourth factor, viz., want of team spirit amongst us. Differ- 
ence between those in government service and in private 
practice, diflerences betwven specialists of difierent lines, 
difference between workers of preventive and curative sides, 
all contribute in a large measure to a lowering of the general 
standards in spite of the fact that there is no dearth of talent 
in the country. This has to be urgently remedied. We are 
now an independent country and have the all important task of 
building up of a healthy nation for which we must have a well 
lanned progranime 
ere, the desirability of having an All-India Health and 
Medical Service; this will ensure uniformity of medical edu- 
cation and medical service all over the country, corelated 
research programme and speedier and more efficient tackling 
of interprovincial problems. 


The first requisite in the programme I referred to is an 
army of well trained and more so, well disciplined workers 
both medical men and women and paramedical personnel. 
That naturally leads to the question of medical education. 
Medical research, practice and education are closely inter- 
related; yet in the long run it is the standard of medical 
education that determines standard of practice. Curriculas 
rauonal chang more attention must be given 
training than theory A large number 
medical colleges have to be started. In our own State 
least two are required; one at Mysore and another 
Bangalore. In this connection I must emphatically reiterate 
the stand that the sooner the L.M.P. is abolished in our 
State the better; the upgrading of the Medical School, 
Bangalore into a College is long over due. A wealth of 
clinical materials available in Bangalore is just being wasted. 
she established Institutions of bangalore consisting of the 
fine General Hospitals and the well established special Insti- 
tutions like Minto Hospital, the Mental Hospital, the Tuber- 
culosis Sanitoria and the Epidemics Diseases Hospital includ- 
ing Leper Asylum can not only contribute to such a lot to 
making the College one of the best in india but will them- 
selves benefit greatly in turn. It is my fervent hope that 
this will be an accomplished fact before we meet for our 
next annual Conference 

The second requisite is provision of research facilities 
at least in the teaching and major institutions. Proper men 
have to be chosen for this jobe Research line must be made 
sufficiently lucrative for it involves considerable sacrifice 
from those that choose it as a career. Intensification of 
post-graduate and refresher courses in the major institutions 
is the third factor of urgent importance. The response to 
the refresher course arranged at Bangalore by the Association, 
and its success have only served to emphasise the need for 
the intensification of such courses. 


Talking of medical education and research I must refer 
to the indigenous systems of medicines. Certain sections of 
the people in the country demand the resuscitation of 
indigenous system—Ayurvedic and Unani as well as Homceo- 
pathy. In the provision of efficient health service to the 
country sentiment and emotion have no place. At least as 
at present umuersiovd the alopathic system Bas the advan- 
tage that its concept and interpretation of health and diseases 
are based on the resources that physical and natural sciences 
make available to us. This does not mean that intensive 
research should not be undertaken in the systems of indigenous 
medicines in the realms of drugs, principles and practices. 


Rural medical relief constitutes the most complicated 
problem for any Government. It is extremely difficult to 
tind medical men who are willing to settle down in interior 
villages even for a few years. Want of educational facilities 
in the interior and other even elementary amenities of 


mecu 
practical 


it may not be out of place if I mention’ 


Dr. B. R. R. Reppy, 
PRESIDENT OF THE CONFERENCE 


civilized life are genuine disadvantages which discourage even 
the most willing worker. It has still to be pursued in a 
spirit of self-sacrifice and patriotism 

While talking of institutions, hospitals and the like 
I must emphatically state that preventive medicine must have 
equal importance. In fact it is time we realised that this 
is but one of the specialities of medicine and not a separate 
entity. A happy combination of preventive and curative 
medicine is the gist of the success of the profession as a 
whole. At least in the general practitioner and the rural 
worker there should be no distinction between the duties 
curative and preventive; both form integral parts of his work 

A word for Family Planning without which this general 
talk will not be complete. No amount of emphasis on the 
urgent need of Family Planning in our country is sufficient, 
The increase in birth rate is appalling; more so as the food 
production and other amenities of life are gradually dwindling 
A well-planned network of clinics are to be organised and 
intensive work should be done rather than mere publication 
of reports. 


Resoiutions Passep aT THE CONFERENCE 


1. That the Senior Surgeon with the Government of 
Mysore and the Director of Public Health be requested to 
advise the Health Minister to consult the Mysore Medical 
Association which is the only representative association of 
medical men in the State in all matters relating to Medical 
aid, Public Health and Medical education of the State 

2. To request the Government of Mysore to reserve at 
least 5 per cent of seats in the University Medical Coilege 
to children of members of the medical profession 

3. To request the Government of Mysore to give all 
possible assistance to service personnel who attend the 
refresher courses which will be run by the Association. 
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Mysore Association 


It is needless to point out the dire necessity of these 
refresher courses , as that is one of the most important 
measures of keeping the medical man abreast of times. 

4- To convert the medical school in Bangalore to 
college and give greater facilities to the L.M.P.’s to take up 
the degree course with a view to attain a uniform standard 
of efficiency. 

5. That medical graduates and licentiates be registered 
‘in a common list instead of in two separate parts in one 
list ag at present. 

6, To institute the system of honorary medical officers 
‘iin all major hospitals, teaching institutions and district 
headquarters’ hospitals. 

7. To request the University of Mysore to abolish the 
order of enforcing the panel system of treating students of 
the University as this is not a Residential University and 
most of the families have their own family doctors and it 
causes great hardship for an individual member of the family 
the student) to go to a separate doctor. if he is not the 

ily doctor. 


I, M. A. CENTRAL COUNCIL 


Proceedings of the 73rd nar yg na Meeting of the Central 
edical 


Council of the Indian M Association, held at Patna, 


on 29th December, 1952. 


Present: 
r. Dr. Rar V. Mulay (Sholapur)—President (In the Chair). 
Tirumurti (Madras)—Immediate Past President. 
Cc, r Thakar (Bombay) Senior Vice-President. 4. 
C. Sen (New Delhi) Honorary General-Secretary, 5. 
. P. Mittra (New Delhi) Honorary Joint-Secretary. 6. 
. N. Bahadur (New Delhi) Hony. Assistant-Secretary. 7. 
. N. Pd. Agrawal (Samastipur). 8. K. P Agarwal (Dar- 
nga). 9. Dr. U. B. Narayana Rao (Bombay). 10. Dr. 
(Dharwar). 11. Dr. B. K. Modak (Kalyan). 
12. a Kulkarni (Nasik). “13. Dr. R. Murti (Dehra 
Dr. V. Shanbhag (Sagar). 15. Dr. D. D. 
Prasad (Aurangabad). 16. Dr. R. R. 
Dr. M. M. S. Siddhu (Lucknow). 18. Dr. 


Dhir (Jullundur). 17. 

S. S. Jayaram 

(Bangalore). 19. Dr. H, S. Sepabapnesneane (Tunkur). 20. 
Dr. ». Krishnamurti (Shimoga). 21. Dr. P. C. Lala (Patna). 
22. Dr. S. Samaddar (Patna). 23. ty 'B. K. Vinchure 
(Nagpur). 24. Dr, P. M. Roy (Dum Dum). 25. Dr. K. K. 
Seal (Hooghly).26. Dr. L. C. Mitra (Dhanbad). 27. Dr. 
(Major) H. C. Mallik (Dhanbad). 28. Dr. K. Ganguli (Ghu- 
gudhanga). 29. Dr. S. Banerjee (Nabadwip). 30. Dr. D. 
N. Khandekar (Indore), 31. Dr. S. N. Phathak (Indore). 
32. Dr. P.: Bhattacharyya (Katihar). 33. Dr. S. R. Sen- 
pta (Calcutta). 34. Dr. P. K. Mallik (Purulia). 35. Dr. 

es N. Srinivastava (Allahabad). 36. Dr. L. P. Choudhury 
Dr. N. Das (Kishanganj). 38. Dr. P. C. 

i). 39: Dr. B. N. Bhattacharjee (Cooch 
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Behar). 40. J. H. Kunchar (Sangli). 41. Dr. V. H. 
Tilak (Satara) ak Dr. A. N. Ghosh (Calcutta). 43. Dr 
T. N. Ghosh (Calcutta). 44. Dr. S. K. Ghosh Dastidat 
(Patna). 45. Dr. P. B. 6 (Caleutta). 46. Dr. H. V. 
Tilak (Bombay). 47. Dr. R, K. Malhoutra (Amritsar). 48. 
Dr. P. Lall (Delhi). 49. ~ F. C. Shori (Amritsar). 50. 
Dr. V. N. Ananda Theertha (Bangalore). 51. Dr. D. V. 
Chapekar (Gadag). 52. Dr. W. R. Korpe (Akila). 53. Dr. 
(Miss) L. Raj (New Delhi). 


1. Confirmation of the Proceedings of the Annual Meeting of 
the Central Council, held at Patna, on 23rd, 24th 
and 25th December, 1952. 

The Proceedings of the 13th Annual Meeting of the Cen- 
tral Council (circulated to members). held on 23rd, 24th and 
25th December, 1952, at Patna, were duly confirmed. 

2. Delegation of all or some of the powers of the Central 

Council, to the Working Committee : 

The following resolution was duly moved, seconded and 

passed unanimously by the House :— 

‘Resolved that the Central Council delegates to the Work- 
ing Committee all its powers and functions, excepting the 
power of changing the Rules, for the year 1952-53, according 
to Rule No. 12C(g) of the Indian Medical Association.”’ 


3. Any other business with the permission of the President. 
Nil. 
The meeting came to a close with a vote of thanks to the 
Chair. 


Sd./ S. C. Ssn, 
Hony. General-Secretary. 


Sd./ B. V. Mutay, 
President. 


BRANCH NOTES 


ASSAM PROVINCIAL BRANCH—An emergent meeting 
of the Working Committee of the branch was held on 2-3-53 
with Dr. P. N. Ghose in the chair. Seven members were 
present. Proceedings of the last W. C. meeting, the 3rd annual 
council meeting and the 4th Assam Provincial Medical Con- 
ference were confirmed. The informed the house that 
Dr. S. C. Das of Jorhat had been selected for study abroad 
by the Central I.M.A., also that one doctor had been sent 
abroad for training in drugs analysis and toxicology by the 
Government. 


ASSAM PROVINCIAL MEDICAL CONFERENCE (4th) 
—In the scientific session of the conference, 16th papers were 
read; 2 in surgery, 2 in ophthalmology, 2 in gynxcology, 7 in 
medicine and 3 in public health. 


BANGALORE BRANCH—A clinical meeting of the 
branch was held on 11-3-53. “Dr. T. Manickam spoke on 
“Otolaryngology in general practice."’ Dr. Laksham 
Phadke presided. Forty members were present. 

BERHAMPORE MEDICAL ASSOCIATION—The annual 
general meeting of the branch was held on 15-3-53. The 
report of the secretary for 1952 was accepted. Office-bearers 
for 1953 were elected with Dr. S. N. Bhattacherjae as presi- 
dent and Dr. A. B. Majumdar as secretary. 


BERHAMPORE (GANJAM) BRANCH—A meeting of 
the branch was held on 18-4-53 to place on record its deep 
sense of sorrow at the sad and untimely death of Dr. Jagadish 
Chandta Durta under tragic circumstances. He was the joint 
secretary of the Orissa State Branch. 


BHOWALI BRANCH—A meeting of the branch was held 
on 15-2-53 with Dr. R. L. Nagar in the chair. Eight mem- 
bers were present. Dr. G. D. Agrawal introduced the subject 
of B.C.G. vaccination in the form of a resolution which was 
discussed by the members. In the working committee meet- 
ing of the branch, some rules of the branch were amended. 

The half-yearly report of the branch shows that 5 general 
meetings were held. In the meeting, the following papers 
were read: (a) Surgical procedures in pulmonary tuberculosis 
(b) Observations on 50 cases of isonicotinic acid hydrazid 
(c) Pregmancy and tuberculosis. 
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C.ACHAR BRANCH—A meeting of the branch was held 
on 28-.3-§3 with Br. J. N. Chakraborty in the chair. Fourteen 
membe,s were present. Dr. D. L. Biswas read the following 


case no.tes (1) peculiar urticaria! rash where all antihistaminic 
treatment failed but was cured with autohemotherapy. (2) 
Tetanus in © newborn babies in a locality where delivery was 
No fresh case arose with the change 


done by ,the same chai 
of dhai. 


A meet ng of the branch was held on 25-4-53. 
Chakraborty , resided. Thirteen members were present. After 
the normal brisiness was over, Dr. S. K. Datta read notes 
of a case o.© pulmonary amebiasis showing all signs of 
pulmonary T. ®. and frank hemoptysis. The members also 
recorded its cleep sense of sorrow at the sudden death of 
Dr. A. K. Set’, ex-vice-president of I.M.A. 


CALCUTT;\ BRANCH—A condolence meeting of the 
branch was held on 11-4-53 in which the general members 
of the medical pi ofessién and the members of the branch 
expressed their m st profound sorrow and sense of irreparable 
loss at the sad ai d untimely demise of Dr. Anil Kumar Sen, 
ex-president of the branch and ex-vice-president of 1.M.A., 
Bengal and India 


THE COIMBATORE DISTRICT MEDICAL ASSOCIA. 
TION—A meeting «ff the association was held on 29-3-53 
with Dr. P. N. Ram aswami Naidu in the chair. Seventy-five 
members attended. Condolence resolutions were passed on 
the death of Dr. K. Pratap and Dr. R. Ramachandra Rao, 
members of the ass ciation and of Dr. Rathnaswami of 
Madras. Then Dr. (\‘rs.) Anna Vareed spoke on ‘“‘Hazards 
and management of p rolonged labour.’" There was also a 
film show. 

DEHRA DUN BRA NCH—A meeting of the branch was 
held on 3-3-53. Dr. Mitranand was in the chair. Twenty- 
three members were pres nt. Dr. Ram Murti gave an inter- 
esting lecture on ‘“‘Chlorm nycetin in typhoid fever’’ 

DHARWAR BRANCEL—-The branch celebrated the World 
Health Organisation Day 0.1 the 7th April 1953 by a suitable 
programme. 

DOOARS BRANCH—Th*® annual general meeting of the 
branch was held on 15-3-53 with Dr. G. N. De in the chair 
Lt.-Col. ]. Hay Arthur inaugurating the meeting said that 
medical men should organise he wth lectures for the lay public 
Dr. S. N. Das Paul, Chairman, reception committee narrated 
the medical arrangements of Dooars for the past 40 years 
Office-bearers were elected with Dr. G. N. De as president 
and Dr. N. C. Bagchi as secretary’ for 1952-53. The following 
papers were read at the meeting {<) Malaria and its control 
by J. Hay Arthur (2) Small blooc’ fransfusion by Dr. P. N. 
Deb (3) Infantile diarrhoea by Dr. FT. K. Sanval (4) Manage- 
ment of premature babies by Dr. B.. N. Das Gupta. 

EAST GODAVARI BRANCH. meeting of the branch 
was held on 21-2-53. Dr. B. Veeraraju spoke on “Congestive 
heart failure’. Dr, C. Sanyasiraie dealt with the history 
of medicine which was very interesting. Dr. Ammu_ read 
case reports of various manifestation: of amoebiasis. 


the brarpch was held or 28-3 » Dr 

spoke on the trea tment of large hernia. 
described what disea es follow dental sepsis 
and how to prevent them Dr. Kr dhnamurthy gave two 
case reports of pregnancy after me use 
Rajasekhararao demonstrated a case of suspected yaws 

FAIZABAD BRANCH—A special n «tting of the branch 
was held on 23-3-53. Col. A. N. Chopra Director of Health 
Services, U.P. and Dr, Chatterjee and \Wr. B. Gopal, Dy 
Directors attended on invitation. Dr. YY. ..D. Dapur stressed 
the need of opening a T.B. sanitorium \.4t Faizabad and 
requested a reduction in the hospital labor tory examination 
charges and the Opening of an antinatal cl T'- 

GHUGUDANGA BRANCH—A meeting of the branch 
was held on 19-4-53. Dr. Sarat Sashi Sarker ) wesided. Four 
members were present. After the routine busin, ®SS Was over 
Dr. Sunil Dutta delivered an interesting lecture ©? “General 
Anasarca’’, followed by a general discussion 


GURDASPUR BRANCH—A meeting of the branch was 
held on 5-4-53. Dr. Jagjit Singh was in the cha "- Thirty 
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doctors were present. Dr, Tej Nath Kanshal spoke on Infan- 
the Diarrhoea and artificial feeding 


HASSAN BRANCH-—A clinical meeting of the branch 
was held on 29-3-53. Dr. A. R. Sundar Rao was in the 
chair. Forty doctors were present. Dr. S. C. Kuppanna 
gave an interesting talk on the radiological aspect of some 
children’s diseases with demonstration slides. Dr. H. R. R. 
Iyengar read case reports on tetanus, snake-bite and on 
epidemic of gastro-enteritis. Dr. D. Shamanna demenstrated 
an operated case of meningocele in a new born baby and 
compound depressed’ fracture Of the skull in an adult. 


HASSAN BRANCH—A meeting of the branch was held 
on 29-3-53. Dr. Nirmal Perkash presided. Dr. K. C. Wohra 
read a paper on population and family planning 


JABALPUR BRANCH—A meeting of the branch was 
held on 13-4-53 to place on record its deep sense of sorrow 
at the sad demise of Dr. N. K. Neogy and send messages of 
sympathy to the bereaved family 


KISHANGANJ BRANCH—<A meeting of the executive 
committee of the branch was held on 7-9-52 under the 
presidency of Dr. S. Kumar. Nine members were present 


The annual general meeting of the branch was held on 
26-10-52 with Dr. H. Sahai in the chair. The secretary's 
report for 1951-52 was adopted, office-bearers for 1052-53 
were elected with Dr. S. Kumar as president and Dr. N. G 
Das as secretary 


MADURA MEDICAL ASSOCIATION-The Silver Jubilee 
of the association was celebrated on the 21st and 22nd 
February, 1953. On 21-2-53, Dr. M. N. Rajan presided 
Dr. U. Krishna Rao delivered the Jubilee inaugural address 
Sri K. Thiagarajan Chettiar, Managing Director of Sree 
Meenakshi Mills Ltd. declared open the association buildings 
On the 22nd February, scientific session held 
Dr. R. V. Rajan spoke on ‘‘The newer concept of treponemal 
diseases”’ Dr. A Srinivasan on “cardiac arrvchmia’’; 
Dr. U. Mohan Rau on “clinical significance of hematuria’, 
Dr. Henry Osmond Clarke and Rigier belonging to the team 
of International Medical Experts who attended the function 
on invitation also spoke in the meeting, the former on 
fracture treatment’’ and the latter on ‘‘carcinoma of the 
stomach"’. 


was 


The annual general meeting of the association was held 
on 21-2-53 with Dr. M. N. Rajan in the chair. At the out 
set, the members placed on record its deep sense of sorrow 
at the death of Lt.-Col. Leslie, ex-district medical officer, 
Madura. The annual report and the statement of accounts 
were passed. Names of new office-bearers were announced 
Dr. A. 5S. Annamalai was elected the president and 
Dr. P. A. Y. Narayanan, the secretary. The meeting re 
quested the authorities to relax the rules governing the grant 
of licenses for the methyl alcohol which is 
indispensable to the profession. 

MALABAR BRANCH —A meeting of the branch was held 
on 21-3-53 with Dr. C. K. Menon in the chair At the out 
set, the members condoled the death of Dr. K. R. P. 
Chidambaram and Dr. P. S. Subramanya lyer De. GR 
Parasuram read an interesting paper on ‘The value of rectal 
examination in general practice.” 


possession of 


A meeting of the branch was held on 18-4-53 with 
Dr. C. K. Menon in the chair. Dr. T. Balakrishnan presented 
a report on “The surgical work of tne Asoka Hospital in 
1952". The Committee was authorised to take steps to 
collect funds for a permanent building of the branch 


MALEGAON BRANCH—A meeting of the branch was 
held on 13-1-53 to offer congratulations to Dr. Mohomad 
Daleem Shaikh one of the members of the branch on his being 
elected as president of the Malegaon Municipal Burroughs 


MORVI MEDICAL UNION—A meeting of the Union was 
held on 12-4-53 with Dr. P. D. Raval in the chair. Eleven 
members were present Dr. D. G. Dave spoke on his expe- 


rience of the 6th Gujarat and Sourashtra Prov. Conference. 
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MYSORE BRANCH—The report of the branch for 
1-10-52 to 31-3-53 shows that membership of the branch has 
increased from 8 to 93. 


The annual general body meeting of the branch was held 
on 4-10-52. Dr. M. L. Mariswamy presided. The report of 
the branch from 20-1-52 to 30-9-52 and the annual accounts 
were accepted. Office-bearers for 1952-53 were elected with 
Dr. V. R. Naidu as president and Dr, P. D. Krishnasawami 
as 

A clinical meeting of the branch was held on 29-1 1-52. 
(t) Dr, Radha Bai Moray demonstrated two cases of advanced 
carcinoma of the breast; (2) Dr. S. Narayanasetty demons- 
trated skiagrams chest to show the importance of selection 
colla of the affected lung in pulmonary tuberculosis besides 
the administration of antibiotics; (3) Dr. Basavaragura 
demonstrated a case of an adult showing pigmentation (black) 
of the palms of the hands and soles of the feet. 


= 
Madras, 


A clinical meeting was held on 2-1-53. Dr. 
Ranganathan, Director, B.C.G. Vaccine Institute, 
spoke on the importance of the B.C.G. vaccination. 


A special meeting of the branch was held on 2-1-53 in 
which delegates were elected to the annual conference of the 
branch. Dr. V. R. Naidu presided. 


A clinical meeting was held on 28-2-53. Dr. F. I. Tovey 
presided. Dr. S. V. Govindasetty demonstrated (1) a case 
of aneurysin of the innominate artery in a female of 30, 
(2) a case of pericarditis in a male of 40. A case of bilateral 
cervical rib in an adult male was demonstrated by Dr. T. C. 
Chandrasekhar and discussed by Dr. R. Audikesaoalu. 
Dr. Towey demonstrated (1) the cose of an adult mate who 
showed a mark of stenosis of the bladder causing dysuria and 
burning micturition (2) the case of a boy who sustained 
traumatic amputation of both the forearms set right by 
bilateral knikenfery stump operstion (2) a care of 
gastric ulcer secondary to pyloric stenosis and distended 
stomach and another case of anastomotic ulcer following 
gastrojejunostomy. 

NIZAMABAD BRANCH—A meeting of the branch was 
held on 30-3-53 under the presidentship of Dr. L. R. Despande. 
Dr. R. N. Nadkarni delivered a lecture on clinical approach 
to general fevers, 

PANDUA THANA BRANCH—The 4th anniversary of 
the branch was held on 22-3-53. Dr. J. N. Chatterjee, presi- 
dent of the branch in his welcome address mentioned the 
various difficulties of a village practitioner. He also explained 
the reasons why qualified medical men are not inclined to 
go to villages for practice and quoted in support, from the 
presidential address of Dr. Mulay. He also suggested that 
sons of rural practitioners be given some preference regarding 
admission into the medical college. He mentioned the in- 
creasing ravages of tuberculosis in the villages and the 
inadequate relief in this matter. He suggested that curative 
units should work the preventive scheme also. He spoke of 
adulteration of foodstuff and adulterated medicine in the 
country. He appealed for abolishing sales tax from all medi- 
cinal preparations as well as from medical publications. He 
drew attention of the medical men to the fact that certificates 
from registered medical practitioners are sometimes ignored 
by the Government institutions which should cease now. 
Lack of sufficient attention to patients in hospitals was also 
referred to by him for investigation and redress. 

The annual report of the branch for 1952-53 shows that 
there were 28 members on the roll. Eleven monthly meet- 
ings were held during the year. In the last annual meeting, 
a symposium on malaria was arranged and Dr. J. C. Banerjee 
spoke on P.U.Os. and their differential diagnosis. On different 
occasions, Major H, K. Indra gave a talk on common eye 
diseases, Dr. B, Kumar demorstrate? an of 
scalenus anticus ; Dr. S. A. Rahman and Dr. B. Roy 
demonstrated cases from dav to day practice. The branch is 

to organise a chest clinic. 
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PORBANDAR BRANCH—A clinical meeting cf the 
branch was held on 12-4-53 with Dr..H. MH. Chavda in the 
chair. Twenty-two members were present. Dr. M. C. 
Sanghair spoke on ‘‘Some Notes on Allergy’’, Dr. K. J)..Dave 
read a case report on ‘‘Pluracy with effusion with spo/ataneous 
pneumo thorax.”’ 

SAHABAD BRANCH—A meeting of the branch was held 
on 5-4-53. Twelve members were present. Regading the 
improvement of health and sanitation of the Arrah town, a 
sub-committee was formed to formulate a plan for submission 
to the municipal board for implementation. 

SHIMOGA BRANCH—A meeting of the brarich was held 
on 4-4-53 with Dr. B. N. Rajagopal in the chair. A talk 
on the role of medical man in the community project by 
Dr. C. S. Seshadri was discussed at the meeting. 

The Public Liaison Committee of the branch met the 
representatives of the press on 4-4-53 night and discussed 
some problems viz., advertisement in lay press of drugs of 
high potence (2) publication of medical professional news in 
an unwarrantedly sensational manner (3) undue publicity 
given to magic cures and relief camps rw. on no scientific 
basis. Dr. Krishnamurthy drew pointed attention of the 
press to the blind relief camps that are coming up all over 
the State in mushroom fashion. 


SITAPUR BRANCH—The annual meting of the branch 
was held on 31-1-53 with Dr. B. L. Srivvastava in the chair. 
Office-bearers were elected with Dr, F.. L. Srivastava as 
president and Dr. B. B. L. Srivastava is secretary. 


TANJORE DISTRICT BRANGH—A meeting of the 
branch was held on 22-2-53 with Dr. NN. R. Subramanian in 
the chair. Fifty-five members were present. Dr. B. G. 
Shenoi read a paper on ‘‘Injuries of the head and chest’’. 
A case of depressed fracture of the/s)<ull was demonstrated. 

A meeting of the branch Was held on 22-3-53 with 
Dr. N. R, Subramanian in the ¢hi.ir. Seventy doctors were 
present. It was decided not to ‘nvite the Provincial Con- 
ference to Tanjore, due to unayg@ilability of accommodation. 
Dr. K. Vasudeva Rao spoke on the ‘‘Use and abuse of the 
wonder drugs in tuberculosis’. 

body mer:ting of the branch held on 
3-4-53, office- for 1953-',4 were elected with Dr. N. R. 
Subramanian as president and Dr. S. Narayanan as secretary. 

TENALI BRANCH—A meeting was held on 28-3-53. 
The following clinical cases ‘were demonstrated, (1) a case of 
ascitis for which laparatomy was done, (2) a case of small 
tumour in the left masseter region, (3) a case of retro-faucial 
tumour on the right side in a woman (4) a case of multiple 
sinuses in the right inguinal region due to lymphogranuloma 
inguinale (5) a case of hydrocephalus. Next a symphosium 
on family planning was opened by Capt. K. V. R. Choudari. 

TIRUNELVELI WISTRICT MEDICAL ASSOCIATION— 
A meeting of the association was held on 28-2-53. Thirty- 
seven members were present. After the routine business 
Dr. K. Rama Ayyar spoke on ‘‘Acute appendicitis’’. 

A meeting of the association was held on 28-3-53. Thirty- 
seven members were jyresent. Dr. P. R. Acharya read a 
paper on the “‘Obstetrician'’s bag’’. 

TRAVANCORE-GOCHIN MEDICAL ASSOCIATION— 
In the annual business meeting of the association held on 
22-11-53, Dr. C. O. Karunakaran was elected the president 
for 1952-53 and Dr. -R. Kesavan Nair, the secretary. The 
annual report of the Association for the previous 
showed that it had 10 branches with about 500 mem 
and all branches held regular professional meetings. 


At the eral 


The annual report of the Association for the year 1951-52 
shows that menibership rose from 441 to 493. There were 
4 meetings of the Provincial Council in which were considered 
(1) Import of drugs and instruments. (2) The first Five Year 
Plan (3) Draft of the new Travancore-Cochin Medical Practi- 
tioners’ Act (4) Inclusion of modern medical subjects in the 
syllabus in ‘Ayurvedam. There were also 3 special meetings 
during the year. 
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B. B. 158 CALCUTTA-11 asconouse | | CALCUTTA-13. 


MODERN PHARMACOLOGY 


AND THERAPEUTIC GUIDE 
By Rai Dr. A. R. Majumdar Bahadur 
Prot, of Clinical Medicine, Medical College, Oaloutta, Btd, 
ee is according to B. P. 1948 and Addendum ‘51 and 
Ind. Pharm. List ‘46, containing upto-date Pharmaco- 
logy and Therapeutics exemplified by 500 chosen pres- 
criptions and over 700 extr pharm. preparations, many 


MECHOPLEX. 


Each Fluid Ounce contains :— 


being indexed under 210 diseases for Treatment in daily 
practice. It has Indian Food recipes and Electrotherapy. 


Ai Concise Encyclopaedia of Drug Informations. 
Ninth Ed., Demy 808 pages and 62 diagrams, 


hepatic disorders. 


Manufactured By : 
BRITISH MEDICINE & PHARMACEUTICAL CO. 
BOMBAY CALOUTTA 
Sole Distributors : 
Mansukhlal Tribhovandas & Co. 
44-45, Exre Street, P.O. Box 914 P. O. Box 2189 
CALOUTTA.1 BOMBAY-2 


Price Rs. 13/- plus Re. 1/- postage. 


SCIENTIFIC PUBLICATION CONCERN 
9, Wellington Square, Calcutta 18 


Rational 
LIPOTROPIC CUM VIT. B-COMPLEX Your Health 


THERAPY YOUR HEALTH, Indian Medical Association’s 
lay health journal is now in the second year of 


LITRO PL EX by A regular readers endorse the utility value 


ELIXIR of YOUR HEALTH. 
Vitamin B-Complex For the advertisement of class goods to select 
readers, YOUR HEALTH is an excellent medium. 


Steuastete factors Fine screen blocks, advertisements in colour and 
: insets ‘are accepted for publication in YOUR 
a Syrup Base HEALTH. 
i: Printed on Art paper and fully illustrated 
B, Annual Subscription ( Post free ) 
ico’ c 
“earer Iniand: 1 year Rs. 8/-; 2 years Rs. 12/- 
petioine Foreign: 1 year Rs. 10/-; 2 years Rs. 16/- 


Choline Chloride 
and Vitamin B,, Members of I. M. : year Rs. 6/ 


( Free from alcohol ) For rates please write to 
Navaratna MANAGER, 
Pharmaceutical Laboratories, YOUR HEALTH 


Available at all leading Chemists CALCUTTA~—13. 
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Local 


Anaesthesia 


A single injection of Efocaine PRODUCES CONTINUOUS 
LOCAL ANAESTHESIA AVERAGING 6-12 DAYS IN DURATION 
but frequently even longer. This important advance in the 
scientific control of pain is of particular significance in 
the post-operative period. A long lasting depot anaesthe- 
tic is now available which does not rely on the use of oil, 
vaso-constrictor agents or gelatin as a retarding vehicle. 
Efocaine can be injected either deeply subcutaneously or 
intramuscularly and it does not interfere with wound 
healing. It is of particular interest in rectal surgery. 


EFOCAINE 


Available in 15ml. vials 


CROOKES LABORATORIES LIMITED (ncorporaid 
COURT HOUSE CARNAC ROAD BOMBAY 2 
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Prepared for infants’ special needs .. 


gat 


Prepareo in 


Made by Nestlé’s world wide manufacturers of milk products, with » reputa- 
tion of over 80 years, Lactogen is modified especzally for infant feeding. 

The composition is strictly uniform, and by homogenization, the fat globules 
are made even smaller than those of human milk, facilitating digestion, 
while pasteurization has ensured the removal of pathogen orgauismns. 


Lactogen is also suitably fortified to provide adequate (but not excessive) 
intake of essential = 

A & D & Iron, 

on standards 


TOGEN 


NESTLE’S PRODUCTS (INDIA) LTD. Po. 80x 39 caLcurTa. P.0. BOX 915 BOMBAY. 
| PO. BOX 180 MADRAS. 
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AS THE TISSUES WEAKEN 
WITH THE YEARS 


Seeretory dysfunction and muscular atrophy of the senile 

intestinal wall results in : 

(1) Inadequate mucinous lubrication of intestinal con- 

tents. Agarol provides replacement therapy by supplying 

colloidal agar-agar similar to natural mucin in iis lubricant 

qualities. It also provides highly emulsified mineral oil which 

intestinal contents to form a soft, lubricated, easily propelled mass. 

(2) Inadequate peristalsis. Agarol Emulsion re-activates peristalsis. Gentle, 

controlled stimulation sufficient to overcome intestinal atonicity is achieved 

through highly purified white phenolphthalein. 

(3) Inadequate moisture. Faecal hardening through excessive Suid absorption 

during prolonged retention in the distal colon and rectum is prevented or corrected 

by Agarol: rectal delay is eliminated and « moist well formed stool is passed. 

Each tablespoonful of Agarol 

ensures retention of 100 cc. of 

water in the stool. 
Distributors : 

MARTIN & HARRIS LTD., 


Mercantile Buildings, Lall Bazar, Calcutta. 
also at Bombay, Madras and Delhi. 


Prepared by : 
WILLIAM R. WARNER & CO. LTD., 


London, England. 


AVAILABLE IN 6 OZ, AND 2 OZ. PACKINGS. 


Supplemented 


vitamin ‘C’, folic 
and manganese, and vitamin 
‘Bia. 

Indicated in: Anzmia (tropi- 
cal and mycrocytic hy 
chromic), general debility 
and = weakness, specially 
during and after pregnancy 
and delayed convalescence. 


SAS WI 
WN 


“THE ORIENTAL RESEARCH & CHEMICAL LABORATORY LTD. 


QUMARESH HOUSE - SALKIA - HOWRAH 


GE 


with vitamin ‘B’ complex and 


acid, 
minerals like Iron, copper, 


SX 
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Some of our “HEALTH” Specialities 


——(TONICS & RESTORATIVES ) 
* VITOMALTONE * NEUROLECITHIN 


The unique Tonic for exhausted nerves 
A palatable Tonic Syrup with honey and and wy Bred Calcium, Potassium, 

malt base, containing Vitamins in massive Sodium and Strychnine Glycerophosphates, 

doses, with Minerals. Methionine © Choline. Lecithin, and Alcohol 10%, v/v. 

* KARNOVINE 


* VIN D The ideal restorative for Expectant and 
A tonic wine for General Debility and Nursing mothers containing Vitamin B,, Iron, 
Rundown conditions, containing Vitamins A Peptone and Glycerophosphates with Malt 
: Extract in Alcohol 10%, v/v. 

and D, Minerals, Peptone, Glycerophosphates 
onic spec ‘or the Neuro-paralytic 
*% VINTEX-FORTE Syndromes and for functional Heart disease, 


Gastrosintestinal disorders, containing 
A Tonic Cordial with Essential Vitamins, By, B 
Minerals, Nuxvomica Cinchona, Caffeine Sodium and Calcium, Folic Acid © Alcohol 


Alcohol 31%, v/v. 10%), v/v. 


Indian Health Institute & Laboratory Limited. 


Manufacturers of Biological, Pharmaceutical & Chemotherapeutic Products. 


DUM DUM CANTT.+ CALCUTTA—28 
Madras Depot : North Bengal Depot : Assam Depot : E. Punjab Depot : 
4-149, Broadway, Madras 1. Vivekananda Palli,Siliguri, Darjeeling. Panbazar, Gauhati. 


Goraya (Jullunder) E.P.Ry. 


Diet during Digestive Disorders 


Physiological tests show that Horlicks is easily digested, 
readily absorbed and well utilized. It forms a valuable 
diet in ulceration of the stomach and duodenum, gastri- 
tis and digestive disorders generally. {t buffers gastric 
activity and furnishes adequate nourishment without 
burdening the weakened digestive powers of the patient. 
In some cases an emulsion of Horlicks and olive oil is 
beneficial. The nutritive qualities of Horlicks also 
make it an ideal diet not only in acute illness and dur- 
ing convalescence but in other conditions of ill-health 
which are favourably influenced by correct dieting. 


HORLICKS 


PRESCRIBED WITH CONFIDENCE FOR OVER MALP A CENTURY 
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Manufactured By 
AUSTENAL LABORATORIES, INC. 


NEW YORE 


FOR 
internal Fracture Fixation 
Arthroplasty 
Bone and Cartilage Replacement 
Internal Duct Repair 
Blood Vessel Anastomosis 


Bone Plates Bone Screws Transfixton Screws @ Fracture Nails Skull Plates 
Hernia Plates © Hip Caps e Hip Nails @ Intertrochanteric Appliances @ Orbital 
Implants @ Testicular implants @ Colostomy Plugs @ Retention Catheters 
Stem Pessaries @ Blood Vessel Tubes © Bile Duct Tubes, etc. etc. 


Represented in India by 


PHILIPS ELECTRICAL CO. (INDIA) LTD. 


X-RAY & MEDICAL DEPARTMENT 
(HOSPITAL EQUIPMENT DIVISION) 


“PHILIPS HOUSE”, 7, JUSTICE CHANDRA MADHAB ROAD, CALCUTTA 20. 
Branches: BOMBAY MADRAS - DELHI LUCKNOW KANPUR. 
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CALCHEMICO’S 


A palatable 
mildly fizzy 


ALKALINISING PREPARATION IN GRANULES 


It is a systemic alkaliser ysed to increase 
the Alkali reserve of the body and for 
alkalinising the urine. 


It is also used in the treatment of mild 
acidosis and as adjunct to Sulpha 


therapy. 
%e CALCUTTA CHEMICAL CO.,LD. 


CALCUTTA 29 


Presentation—In wide-mouth 4 oz. phial 


For your low sodium-diet patient 
Prescribe Calchemico’s 


K-SALT 


and help him to stay on his diet. 
It is a dietetic salt-substitute, having taste and flavour like salt, look like salt, 


K-SALT is safe. 
Its high Potassium content protects against Potassium depletion, a hazard of low 


sodium diet. 


It contains 
NO LITHIUM 


NO AMMONIUM. 

To avoid the unpalatability of dishes after continued use, and in conformity | 
with the accepted conception sodium chloride, has not been entirely excluded 
from the composition. 

CHEMICAL C0. LTD. K-Salt may be prescribed in congestive heart-failure, hypertension, arterio- 
sclerosis, toximeas of pregnancy etc. 

35, Panditia Reed, is contrasindicated in severe renal disorders oliguria. 
Calcutta-29. Presentation—2, 4 & 8 oz. phials. 
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Anaemia caused by lack of iron is seen in day to day 

more often than any other nutritional defect. Iron in the most 
effective form—ferrous iron—provides the rational, straight- 
forward treatment. Fersolate, the tablet preparation of 
ferrous sulphate with traces of copper and manganese, is 
widely used for combating the iron deficiency anaemias. 
Haemoglobin regeneration occurs at the rate of one to two 
per cent daily—usually from a dose of three Fersolate Tablets 
per day—and the patient's well-being is rapidly restored. 


the mn positive treatment 


for the most common Geficiency 


FERSOLATE 


Each tablet contains exsiccated ferrous sulphate. 200 


GLAXO LABORATORIES 


(INDIA) LTD., 


BOMBAY, CALCUTTA, 


Copyright 


BECADEX 


which deficiency spells DEBILITY? 


The indefinite illness, the '' general debility ‘', poses 
a deficiency problem to which no single factor cam 
provide the answer Then it is that a genera! rein- 
forcement of the diet is called for—a function which 
Becadex Tablets can efficiently fulfil. One Becadex 
Tablet daily supplies optimum amounts of the vitamins 
principally required by an adult in normal health, 
sufficient both to overcome any specific deficiency 
and to materially raise the all-round nutritional level. 
Calcium phosphate is also included in Becadex 
Patients appreciate the simplicity of the Becadex rou- 
tune —and the rapid return of well-being it achieves. 


A. C and D : nicotine 
em one 
tablet. in bottles 500, 


Coorright 


GLAXO LABORATORIES (INDIA) LTO.. 


BOMBAY 


CALCUTTA. 


MADRAS. 


MADRAS 
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; Ergot therapy is called for at 


critical moments, The ergot preparation 
must be carefully standardized and 

stable in tropical climate. ERGOSEAL 

fills these requirements admirably, 

The sealed gelatin capsule packing leads 
to additional stability in hot 

and humid weather. 


ERGOSEAL contains the total 
alkaloids of Ergot. 


HIND CHEMICALS LTD. 
KANPUR. 


ERT 


The negative | 


balante in illness leads to breakdown 
and excretion of body proteins 

like those of the muscles; the patient 
gets thinner every day. 


HI-NUTRON, restores the nitrogen 


equilibrium 5 preventing waste 
during illness and aiding convalescence. 


mM 


HI-NUTRON contains 
the protein ‘Myosin’ which provides 
all the essential amino acids. 
Ampoules of 5 and 10 cc. 


CHEMICALS LTD, KANPUR, 
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TERBA 


SYNTHETIC LEVOROTATORY CHLORAMPHENICOL 


SOLE AGENTS FOR INDI": 


GRAMS: MACLON 


227 BROADWAY 
MADRAS lI. 


Kemicetine is formed from the 
levorotatory isomer of 
chloramphenicol which out of the 
four possible, is the only one 
therapeutically active. The other 


isomers, apart from being inactive, 
RRR are also more toxic. 


PREPARATIONS 


Bottles of 12 sugar-coated TABLETS of 025 ¢ 
Bottles of 12 capsules of 0.25 g 

Bottles of Syrup of 80 g 

5 g tubes of 1% OPHTHALMIC OINTMENT 
15 g tubes of 2% OINTMENT 


MAC LABORATORIES LIMITED. 


P. O. BOX 2556, 


BOMBAY-2 PHONE: 34551 
ALSO OFFICES AT 
6/A SURENDRANATH BANER]JI RD. OPP. JUBILEE GARDEN 
CALCUTTA 13. RAJKOT. 


Calcutta 
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S.p A. MILAN (italy) 


SYNTHOMYCETINE 


(PUREST SYNTHETIC CHLORAMPHENICOL ) 


The antibiotic with the widest range of 
antibacterial activity. 


The antibacterial spectrum of 
Synthomycetine includes gram- 
positive bacteria, gram-negative 
bacteria, viruses, and rickettsia 
Packings : 
Botties of 12 Capsules of 0.25 gm. (250 mg.) each 
Tubes of 5 gm. of 5%» ointment 
Bottles of 30 gm. Palmitate granules 10%, 


LEPETIT S.p.A. 
Via Carlo Tenca 34 
Milan — Italy. Branches :-—~ 


NEW DELHI : 
Sole Agents 


Head Office: MADRAS : 


Ebrahim Building, 
P. O. BOX 104 Z 3, Errabalu Chetty 
NEW DELHI. 


PRC ll 
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